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AGE DISCRIMINATION AND THE FAA AGE 60 

RULE 



THURSDAY, OCTOBER 17, 1985 

House of Representatives, 
Select Committee on Aging, 

Washington, DC. 

The committee met, pursuant to notice, at 11:00 a.m., in room 
2218, Rayburn House Office Building, Hon. Edward R. Roybal 
(chairman of the committee) presiding. 

Members present. Representatives Roybal, Volkner, Stallings, 
Rinaldo, Tauke, Boehlert, Bentley, Lightfoot, and Schuette. 

Staff present: Fernando Torres-Gil, staff director; Roger Thomas, 
general counsel; Brian Lutz, professional staff; Austin Hogan, com- 
munications director; Jack Young, senior intern; Esther Urbano, 
staff assistant; Diana Jones, staff assistant. 

OPENING STATEMENT OF CHAIRMAN EDWARD R. ROYBAL 

The Chairman. The hearing will come to order. 

The purpose of this hearing is to address one of the major prob- 
lems facing older Americans, and that is age discrimination in em- 
ployment. 

We will focus our attention today on *he situation of commercial 
airline pilots as an example of the need to eliminate vestiges of 
mandatory retirement. 

I an: going to ask the members of the committee to submit their 
opening statements for the record so we can give the witnesses 
enough time to testify and for questions to be asked. 

Since there are no Members present, I do not object to that 
unanimous consent request. 

[The prepared statements of Representatives Roybal, Pepper, and 
Rinaldo follows:] 

Opening Statement of Chairman Edwakd R Roybal 

The purpose of this hearing is to address one of the major problems facing older 
Americans, age discrimination in employment. 

We are all aware *Mt the average life expectancy in the United States has in- 
creased dramatically m the part two decades, and that this is leading to greater 
numbers of older persors who can contribute to society. We must therefore utilize 
the experience and productivity of older workers rather than force them into man- 
datory retirement where they become a burden to society and their talents are lost 
forever. 

We will focus our attention today on the situation of commercial airline pilots as 
an example of the need to eliminate vestiges of mandatory retirement. 

Airline pilots llong with other occupations such as police and firefighters, repre- 
sent persons involved in promoting public safety. We must consider public safety, 

(1) 



2 



hut we cannot allow those words to become a catch-all phrase to eliminate all work- 
ers over a specific age if they are otherwise qualified and physically fit to continue. 

A study, conducted by the National Institute on Aging (NIA) in 1980-81, found no 
evidence to support age 60 or any other specific age for mandatory retirement It 
also suggested the medical examination being given to all pilots could be improved 
by the use of more modern procedures than those presently used. 

Although the present medical examination system might be working, we must, in 
the 'nterest of safety, look for ways to improve it "Status-quo" is no longer good 
enough 

We have an impressive group of expert witnesses here today, and we have invited 
the FAA to explain their need to continue an age cut-off for commercial airline 
pilots and why they have not accepted the recommendations of the NIA for improv- 
ing the medical examination for all pilots We have invited the Air Line Pilots Asso- 
ciation lALPA) to explain what evidence they used to reverse their long standing 
opposition to mandatory retirement based solely on age It is our hope that this 
hearing will continue the effort to eliminate age discrimination in our society. 



Prepaped Statfment of REr iesentative Claude Pepper 

Mr Chairman, I am most grateful to you for calling this hearing today. As you 
know, this matter — the Federal Av*ction Agency's agft 60 rule — is of long-standing 
concern to me and this comnittee 

In 1378, at the signing ceremony in the Rose Garden for the anti-mandatory re- 
tirement bill, I said it was a day of exhilaration for many millions of our fellow 
Americans who would not be assured that the dawn of their 65th birthday would 
not mean the death of their working lives. 

Less than six months after that shining moment, this committee met to review 
one of the more notable exceptions to this liberalized policy— the FAA's mandatory 
age 60 retirement rule for pilots 

The committee found at that time that commercial pilots were routinely ejected 
from their pilot's seat at the age of 60 without showing any evidence of mental or 
physical incapacity 

Where did this arbitrary age limit come from? The Aging Committee learned that 
the FAA had just pulled this arbitrary age limit out of thin air— with no formal 
hearing process and in the absence of any just cause — in 1959. No evidence was pre- 
sented establishing or even implying a connection between a pilot's age in general, 
or the age of 60 in particular, and his or her anility to fly an airplane. 

Those Aging Committee hearings in 1979 led to the enactment of P L. 96-171, 
which mandated a one-year study of the FAA's policy by the National Institutes of 
Health The report of the study, released in August of 1981, indicated that there was 
no medical or scientific evidence to support age 60 or any other specific age for the 
mandatory retirement of airline pilots. However, general concerns for potential 
problems led the NIH to suggest maintaining the age 60 rule until the issue could 
be scientifically resolved The NIH suggested that that process be initiated with the 
accumulation of necessary data. It also suggestd that the FAA update the physical 
examinations given by aviation medical examiners to airline pilots. Regrettably, the 
FAA has paid little notice to these suggestions 

I can certainly understand the need for competence in the cockpit Each person 
here today wants to be able to feel complete confidence and trust in the man or 
woman at the controls of the airplane in which we're riding. 

I have has several trying experiences myself while flying. I can recall one in- 
stance in which one of our engines failed, out over the ocean. At such moments, as 
much as I admire the younger pilots, I admit to feeling a special security if I know 
there are a few gray hairs in the head of the person in command. With the years 
come judgment, experience, adaptability and wise. m. I do not think we can arbi- 
trarily tell a pilot that, the very minute after midnight on his or her 60th birthday, 
that person, no matter how distinguished a career he or she has enjoyed, is no 
longer fit for duty. 

I know that many arguments in favor of repealing the age 60 law will be offered 
today I only want to briefly mention that the airline industry is experiencing a seri- 
ous shortage of qualified pilots to take the place of their experienced pilots who 
retire at age 60 The unprecedented growth of the industry is also calling for an 
increasing number of skilled pilots. To have these fine pilots retire at age 60, espe- 
cially when they are ; i such demand, is a shameful waste of talent. 

If there is any evidence supporting the continuance of what appears to be an arbi- 
trary and capricious policy, the age 60 rule, it should be brought forward now. The 
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FAA has had ample time to review this matter. It is time the issue was resolved 
and, absent a showing of cause, it is time the airline pilots of this country were as- 
sured their 60th birthday will not mark the end of their productive careers. 
Thank you. 



Prepared Statement of Representative Matthew J. Rinaldo 

Today, the Committee will examine whether or not the current Federal Aviation 
Administration rule whjch requires commercial airline pilots to retire at the age of 
60 continues to be justified. 

At the outset, I want to stress that I am a strong opponent of age discrimination. 
In fact, Chairman Roybal, Congressman Pepper and I have introduced legislation to 
amend the Age Discrimination in Employment Act to prohibit mandatory retire- 
ment at any age for virtually all occupations. 

But the question we face today is not simply whether you oppose age discrimina- 
tion. 

Congress has required the Federal Aviation Administration to ensure that all air- 
line companies "perform their services with the highest possible degree of safety in 
the public interest." These words are quoted directly from the law, and I think we 
ought to keep them in mind as we listen to the testimony this morning. 

For over twenty-five years, the FAA has used age 60 to help assure maximum 
safety in commercial air transportation— an age that is followed by virtually every 
major commercial airline in the world. 

People say that age 60 is arbitrary. In fact, a study of the pilot retirement age 
done by the National Institute on Aging in 1961 found "no convincing medical evi- 
dence to support age 60 or any other specific age, for mandatory retirement"— a 
point those against the Age 60 Rule are quick to cite. 

But the truth of the matter is that the NIA study specifically recommended that 
the present age limit for pilots and first officei? be retained. 

The report stated, and I quote: "Aircraft accidents attributed to acute or sublle 
incapacitation from disorders associated with aging have occurred in the United 
States and elsewhere. The available actuarial and epidemiological data suggest that 
the probability of such accidents will increase if the agp limit is increased." (NIA 
Report, p. 2) The NIA study further concluded that no medical or performance ap- 
praisal system now exists which could serve as a safe substitute for the Age 60 Rule. 

Two years later, in 1983, the FAA decided to reassess the possibility of eliminating 
the Age 60 Rule. Comments were solicited through rulemaking procedure. In 1984, 
the FAA and the Federal Air Surgeon concluded, after an exhaustive review, that 
there are simply no medical or performance tests which afford a sufficiently reliable 
basis for predicting or precluding pilot disabilities. The FAA and other medical ex- 
perts are convinced that to maintain the highest standards of safety, as airlines are 
legally required to do, airline pilots should not be permitted to serve past age 60. 

I am hopeful that, as medical and aviation science progresses, we vrH soon have 
tests of sufficient accuracy and reliability do away with the Age 60 Ri'le. Until the 
medical community speaks with ore voice, however, I must agree with the FAA, the 
Airline Pilots Association, and the airlines themselves, that the Age 60 Rule, imper- 
fect as it is, remains in the best interest of the nearly 800 million individuals who 
flew on domestic airlines in 1984 Thank you. 




BACKGROUND 



/ Promulgation of the age 60 rule 

The Federal Aviation Act of 1958, as amended, instructs the FAA to regulate air 
carriers so as to ensure that airline service is performed "with the highest possible 
degree of safety in the public interest M 49 U SC 1421(b) 

In 1959, alarmed at the increase in the number of pilots age 60 and over and con- 
cerned that the number o f such pilots would continue to increase at a faster rate in 
the future, the FAA appointed a committee of aviation and medical experts to studv 
the question of pilot age The committee recommended an age 60 limitation, which 
became effective through rulemaking on March 15, 1860 It has been repeatedly 
upheld on both statutory and constitutional grounds by the courts 

The FAA stated it justification in the preamble to the Age 60 Rule 

"In exploring all the ramifications of the problems involved, the nature of air 
traffic and air carrier operations in the future has been considered Present indica- 
tions are that the very large increases that have taken place in recent years are 
small in relation to the increases yet to occur. Projection of the number of pilots 
who will be in the 60 to 70 year age group in an era of extreme density and frequan- 
cy of jet and piston air carrier operations involving many millions of passenger 
miles, indicates a probability of sudden incapacitation of some of these plots in the 
course of flight While medical science may at some future time develop accurate, 
validly selective tests which would safely allow those selected pilots fo fly in air ear- 
ner operations after age 60 safety cannot be compromised in the meantime for lack 
of such tests " 

(The Air Transport Association reports that virtually all major countne,- impose 
pilot retirement ages of 60 or less Federal law requires air traffic cntrollers to 
retire at age 56 and federal law enforcement officers and firefighters to retire at age 

55 » 

// March 21, 1979 Aging Committee hearing 

On March 21, 1979, the Aging Committee held its first hearing on the Age 60 
Rule The FAA testified that medical consideration justified continuance of the rule. 
The Air Line Pilots Association observed that it "does not trust the FAA to adminis- 
ter a medical examination program, in the absence of an age 60 rule, in a fair and 
objective way " ALPA also expressed concern that collective bargaining agreements 
would have to be rewritten and that pension, health and other benefits rould be 
jeopardized if the rule were eliminated 

Chairman Pepper, a medical expert and an airline pilot retired against his mil 
argued that the retirement rule was unjustifiable age discimination and that the 
rule could safely be scrapped 

/// National Institute on Aging study 

After hearings by the Aging Comm'ttee and the Aviation Subcommittee of the 
Pubic Works Committee, the Congress passed P.L 96-171, which was signed into 
law on December 29, 1979 The law required the National Institute on Aging (one of 
the National Institutes of Health under the direction of the Secretary o^ Health and 
Human Services), to undertake a study to determine, among other things: 

(1) Whether the Age 60 Rule was medically warranted 

(2) Whether mandator} retirement at any specific age was medically warrant- 



(3) The effect of aging on the ability of individuals to perform as pilots. 
Although the NIA Experienced Pilots study found "no convincing medical evi- 
dence to support age HO, or any other specific age, for mandatory retirement" — a 
point those against the Age 60 Rule are quick to quote— the NIA panel was also 
"compelled by the available data to recommend that the Age 60 Rule be retained " 
(p 4) The panel " found abundant and persuasive evidence that, among pilots as 
well as others, disease, disability and death rates rise increasingly steeply during 
each half-decade beyond the age of 50 The Panel was impressed by evidence indicat- 
ing that air carriers, operating under the limiting conditions of the Age 60 Rule, 
have achieved a very high level of safety during the past two decades. This achieve- 
ment appears to be the result of a complex interplay among several factors . . de- 
signed to minimize risks to the traveling public The net result of this complicated 
interplay has been a generally effective aviation system which has promoted public 
safety " (p 2) 

The NIA report stated further that "Aircraft accidents attributed to acute or 
subtle incapacitation from disorders associated with aging ha* e occurred in the 
United States and elsewhere The available actuarial and epidemiological data sug- 
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gest that the probability of such accidents will increase if the age limit is in- 
creased 

The NIA report included a chart on death and disability rates for air carrier 
pilots showing escalation with age. (See Appendix 1.) 

The NIA Review Panel makes clear that no medical or performance appraisal 
system now exists which could serve as a safe substitute for the Age 60 Rule: 

"Unfortunately, even more comprehensive examinations cannot yet provide quan- 
titative assessment of intellectual functions or reliable prediction, in individuals, of 
the likelihood of incapacitating cardiovascular disease. In this respect, it is impor- 
tant to take full account of the increasing unreliability of the screening tests in pre- 
dicating cardiovascular accidents in individuals above age 60." (p. 7) 

"Although this practice would serve to sort pilots into categories of risk, it would 
not pinpoint those individuals who would soon experience a heart attack or stroke 
Nor can available tests provide a reliable measure of the extent to which cognitive 
performance will be preserved as the individual ages." (p. 7) 

"Moreover, the Panel could not identify the existence of a medical or performance 
appraisal system that can single out those pilots who would pose the greatest 
hazard because of early, or impending, deterioration in health or performance." 
(p. 1) 

IV. Recent developments 

As a result of the NIA study, the FAA on July 28, 1982 published an Advance 
Notice of Proposed Rulemaking (ANPRM No. 82-10). the ANPRM announced it was 
considering* 

(1) developing and implementing a program to gather data that might support 
a determination as to whether persons age 60 and older can safely serve as com- 
mercial airline pilots; and 

(2) the possibility of establishing an age limitation for flight engineers. (Note: 
a flight engineer, the "number 3 ,T man in the cockpit, is net subject the ace 60 
rule and may work until 70.) 

On November 16, 1983, the Aging Committee conducted a hearing to examine 
these issues Both Chairman Roybal and Rep. Pepper voiced strong objections to ex- 
tending the Age 60 Rule to flight engineers (not an ; 3sue at Thursday's hearing) and 
argued that testing to eliminate the rule for pilots proceed immediately. 

On April 12, 1984, the FAA announced withdrawal oi its 1983 ANPRM. The FAA 
observed that: ". . . in the absence of validly selective tests, there are not sufficient 
means for collecting quantitative medical and performance data on airline pilots 
over age 60 under conditions of actual operational stress and fatigue that do not 
introduce an unacceptable safety risk." 

The FAA rejected the idea of a study using volunteer pilots, noting that pilots 
who had any fear that their performance testing or health might not be of the high- 
est level would be less likely to volunteer, and that a satisticaTly valid sample of the 
entire population was necessary to ensure useful data. 

The FAA further observed that: 

"The incidence of stroke and other manifestations of cerebrovascular disease is 
well known to rise dramatically with increasing age, as does degradation of the nu- 
merous performance factors. . . . Currently no medical or performance tests are 
available which afford a sufficiently reliable basis for predicting or precluding those 
adverse effects in any individual case. . . . Until more precise methods of detecting 
physiological changes brought on by aging are developed, no program of data gath- 
ering or physical examinations will provide meaningful information." 

"The FAA is convinced that to maintain the highest standards of safety, as air- 
lines are required to do, airline pilots should not be permitted to serve past age 60." 

V. Additional evidence m support of FAA 

Althought opponents of the Age 60 Rule argue that the great weight of medical 
evidence is on their side, the fact is that a substantial portion of the medical and 
aviation science communities believe that the age 60 rule cannot now be safely 
dropped. The FAA relied on numerous outside experts in reaffirming its position, 
including: 

Don E. Flinn, M.D. y professor and chairman, department of psychiatry, Texas 
Tech University Health Sciences Center, former consultant to the Air 
Force Surgeon General former Air Force flight surgeon 
"It is possible to measure a wide variety of individual perceptual, intellectual, psy- 
chomotor and psychophysiological functions. However, the relationship of these dis- 
crete functions to a complex task such as piloting a commercial aircraft has not 
been validated. Complex performance depends upon the interrelationship of all of 
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these functions No formula presently exists for combining these individual func- 
tions into a physiological index' of the aging In this respect, I agree with the find- 
ings of the NIA, which conclude that the point at which measurable change in pilot 
performance becomes operationally significant is yet to be determined. 

Charles E Billings, MD, X senior scientist, Man-Vehicle Systems Research Di- 
vision. NASA-Ames Research Center, California and Director of the Inter- 
national Academy of Aviation and Space Medicine. 
"The Congress has mandated that the Fedeial Aviat' Administrator taite all 
steps liecessary to ensure the highest leve 1 of safety in air transportation. . . . Be- 
cause the likelihood of sudden death, disability and incapacitation due to previously 
undetected disease increases at an accelerating rate with increasing age, it is my 
opinion that to increase the current mandatory retirement age will compromise, by 
some amount, that ievel o~ safety, and that the magnitude of the risk will increase 
with each additional year flight crew members are allowed to remain in the cock- 
pit." 

The Air Transport Association argues, in agreement, that "the particularly sensi- 
tive occupation of an airline pilot underscores the necessity of taking every possible 
precaution in the furtherance of air safety Until medical experts speak in a uni- 
form voice on this subject, . retention of the Age 60 Kule is the only means of 
achieving the highest degree of safety in air commerce." 

VI October 17, 1985 Aging Committee hearing 

In an April 26, 1985 letter (See Appendix 2), FAA Administrator Donald Engen 
wrote the Chairman that " . there are many medical conditions, the onset of 
which we cannot predict to a sufficient degree to provide an appropriate assurance 
of safety." Therefore, what is significant is not that there may be some means of 
predicting or diagnosing some of these conditions, but that for many of these poten- 
tially threatening conditions there are substantial limitations associated with the 
accuracy or practicability of the methods available to make such predictions or diag- 
noses 

The conditions of which Engen concludes that the abil ty to predict or detect their 
occurrence is limited by the current state of medical science include: neoplastic dis- 
eases of various body organs, cerebrovascular conditions, Parkinson's disease, endo- 
crine disorders and cardiovascular disease. 

Despite the fact that the FAA concluded just last yoar a voluminous review of the 
medical literature and determined that the Age 60 Rule continues to be justified, 
this hearing has been scheduled to promote its abolition. 

VII legislation 

Roybal's H R 1710 would eliminate any retirement age for air traffic controllers, 
who currently must retire at age 56 He is is expected to introduce shortly a bill to 
raise the retirement age for pilots to 70 Depending on how the bill is drafted, it will 
be referred to either the Public Works or Education and Labor Committee or both. 



1 Billings was a member of the Panel on the Experienced Pilots study of the NIA 
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Prepared Statement op Representative John Paul Hammekschmidt 

Mr Chairman, as a ranking minority number of both this committee and the 
Aviation Subcommittee of the Committee on Public Works and Transportation, I am 
very concerned about this issue. Over the years, the F ,lect Committee on Aging has 
held hearings examining both the public safety anu age discrimination aspects of 
the age 60 rule. And, of course, this is not a new subject to the committee of jurisdic- 
tion, the Public Works and Transportation Committee. Because medical science and 
technology are constantly changing, this issue requires periodic review. In this 
regard, today's hearing is especially timely. 

The age 60 rule for pilots is very complex and one which requires in-depth consid- 
eration. Aboiishi r it would allow approximately 1,000 pilots per year to continue 
flying. However, u»ere are two additional facts to consider: Over 300 million people 
travel by air each year, and the incidence of sudden physical incapacitation in- 
creases with age. I believe that Congress has an obligation to weigh the merits of 
the age 60 rule because of its implications with regard to public safety vis-a-vis age 
discrimination. 

The relationship between age discrimination and public safety is not one to be 
taken lightly. It's disturbing that those who favor abolishing this rule have re- 
peatedly suggested that those holding a different opinion are suspect of age discrimi- 
nation. It seems to me that when there is reason to believe that the two may be in 
conflict, those of us in Congress, and especially those of us on this committee, should 
take the time to fully evaluate all aspects of the issue. 

It '8 true that the National Institute on Aging [NIA] study mandated by Congress did 
not find conclusive medical or scientific evidence supporting mandatory retirement 
for pilots at age 60. However, the study did recommend that the age 60 limit be 
retained. Most important however is the study's finding that death and disability 
increase wi*h age, and its conclusion that the probability of airplane accidents could 
be expected to increase as a result. 

i think that all of us here today would agree that the safety of every passenger in 
commercial aircraft should be the decisive factor in our deliberations of this issue. 
It's my understanding that no tests were ava 'able v/hen the NIA study was con- 
ducted, nor have any been developed since, which can predict without question 
whether or not a person is mentally and physically competent. Those who wish to 
abolish the age 60 rule have an obligation to address the issue of public safety. As a 
body responsible for protecting the rights of citizens as well as ensuring the public 
safety, Congress ought to err on the side of public safety until such medical tests 
proving men Lai and physical fitness are available 

Mr. Chairman, I hope that today's hearing will provide us with the opportunity to 
re-examine tne age 60 rule and to as&jss what impact it has on public safety. I look 
forward to the testimony of our distinguished witness, and thank them tor their 
attendance here today. 

The Chairman. We will please proceed then. I will ask the first 
witness to start. And that is Gen. Chuck Yeager, former test pilot, 
fighter pilot, and consultant. 

General Yeager, will you please proceed in any manner thac you 
may desire. 

STATEMErr OF GEN. CHUCK YEAGER 'U.S.A.F. RET) FORMER 
FIGHTER PILOT A> T f > TEST PILOT; CURREN^ CONSULTANT 
TEST PILOT WIT* J.F MR FORCE 

General Yeager. M i make a correction n a test pilot 

The Chairman. -V *' ;,ht, sir; I stand correct . 
General Yeagep :'l>ork you. 

I am General Chuck Yepger. I will be 63 vears of age February 
13, 1986. I spent 34 yean in the Air Force, 2 of that as a fighter 
pilot primarily, and test pilot. I retired from active duty in 1975. 

The Air Force turned around ar gave me a Civil Service posi- 
tion as a consultant test pilot for tne Air Force, which I currently 
hold that position. 

I worked for Northrup Co-p. an a consultant test pilot on the P- 
°9, which I fly frequently as an ac'ive test pilot. 





During the years of my Air Force career, probably the most in- 
teresting tour of duty that I pulled was the last 2 years of my 
active duty. And that job was director of safety for the Air Force, 
not only flying safety, ground safety, nuke safety and the like. Ob- 
viously, a safety officer is vitally concerned with accidents. And 
studying the causes for accidents, I think in light with the subject 
which we are addressing today, Mr. Chairman, it seemed that the 
older a pilot, and the more experienced the less accidents those 
pilots had. 

And primarily, being actively involved in flying, I think many 
things have occurred, both in the medical profession and in simula- 
tors and the training area of flying, that the systems are available 
today to very accurately evaluate pilots and to make a ruling on 
those pilots as to whether or not they are qualified to maintain 
their positions or fulfill their duties as airplane driver?. 

And I am surprised that we are still plugging along with the 
ruling that was made some 30 years ago just arbitrarily to place a 
ceiling of 60 years of age on an individual to perform the duties as 
an airline pilot. We in the military have always operated under the 
policy that as long as a pilot could pass his physical and demon- 
strate his proficiency in the equipment that he was flying there 
was no age rule to how long he could keep on flying. 

That is a brief resume. Jack will have my prepared statement. It 
was late getting here from California where I mailed it last week. 
And you knowing the mails, it takes about a week to get stuff like 
that here. 

I would very much like to entertain questions now, if it is per- 
missible, sir. 

[The prepared statement of General Yeagar had not been re- 
ceived at the time of this hearing went to press.] 

The Chairm\n. Thank you, General Yeager. 

What we are going to do is ask the witnesses to testify, then we 
will ask questions of the witnesses. 

The next witness to testify will be Dr. T. Franklin Williams. 
Please proceed, Dr. Williams, in any manner that you may desire. 

STATEMENT OF T. FRANKLIN WILLIAMS, M.D., DIRECTOR, NA- 
TIONAL INSTITUTE ON AGING, NATIONAL INSTITUTES OF 
HEALTH, PUBLIC HEALTH SERVICE, DEPARTMENT OF HEALTH 
AND HUMAN SERVICES 

Di\ Williams. Thank you, Mr. Chairman; Mr. Rinaldo. 

I am Dr. T. Franklin Williams, Director of the National Institute 
on Aging. I appreciate this opportunity tc present ' iformation on 
health and functional ability as it relates to this issue. 

I have submitted a prepared statement. And I will just elaborate 
a little bit on it. 

The Chairman. Without objection, both your statement and that 
of General Yeager will appear in the hearing record. 

Dr. Williams. Thank you, sir. 

The Chairman. You may proceed to summarize. 

Dr. Williams. I think I should point out that my intention is not 
to speak for or against the retirement age rule, but rather to ad- 
dress the medical and scientific basis for the functional assessment 
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as a basis for determining proficiency in any area, without regard 
to age. 

Thanks to continued advances in both medical technology and re- 
search in aging, we have considerably more knowledge and under- 
standing of health and functional ability beyond the age of 60 now 
than we did even a few years ago. Specifically, recent studies sup- 
ported by the National Institute on Aging in healthy individuals in 
whom special care has been taken to exclude diagnosable diseases, 
show that cardiac output as measured in standard stress tolerance 
tests and mental functioning as measured in standard intelligence 
tests may be maintained at least as late as age 80, and perhaps 
longer, in the same ranges as in healthy young persons. Recent evi- 
dence also indicates that kidney function, as measured by creati- 
nine clearance, d<es not decline with age in many healthy persons. 
Also, it has been demonstrated that previously seoentary generally 
healthy persons over the age of 60 who undertake a physical cor ,; - 
tioning program show as much improvement in aerobic capacity 
and other tests as do younger people. 

In other words, we are finding in persons who are spared disease 
conditions, functioning may be well maintained at least to age 80 
and possibly longer. It is important to keep in mind that these con- 
clusions apply to persons in whom current advanced technologies 
have been used to exclude conditions such as ischemic heart dis- 
ease. The studies of Dr. Lakatta and colleagues in our own labora- 
tories, and also at Johns Hopkins Hospital, have shown that about 
half of otherwise apparently healthy persons in their 60*8 and 70's, 
in fact do have some degree of ischemic coronary artery disease. It 
is in the other half of the population, who show no evidence for 
such conditions, that their cardiac function is as good as those in 
their 20's and 30's. 

We are now able to conduct tests which will identify medical con- 
ditions which affect functioning and which have gone unrecognized 
in the past. 

I refer in my prepared statement to studies using the combina- 
tion of the radioactive thallium oxide screening which is a nonin- 
vasive test, an J electrocardiography, and again oy Dr. Lakatta and 
his colleagues, with a 4-year followup on people. And in brief, as 
the table shows in my prepared statement, those who had evidence 
of abnormality on both of these measures had a 24 percent inci- 
dence of coronary events in the next 4 years. One in four had a 
coronary event in the next 4 years. These are peopb age 65 and 
older for the most part. Actually, I guess the age group was from 
aboui,— they included people from age 50 on up. The average age 
was 70 in that particular group. 

At the other end of the spectrum, those who had negative or 
normal thallium screens and electrocardiograms, only 2 percent, or 
one in 50, had a coronary event in the next 4 years. Now, in that 
group 100 of the 300 who were tested were already over the age of 
70 at the time of initial testing. 

These tests, these data are preliminary, and we are accumulating 
more. But they do indicate that we can probably quite reliably test 
cardiac functioning and, with reasonable reliability, identify people 
who have risk for coronary events. 

ERJC 16 
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There are similar studies done in mental testing that bear out 
the same types of conclusions, that mental function is very well 
maintained into late years in high proportion of people at whatever 
level of mental function th y have had before, based on longitudi- 
nal studies. 

These studies, as well as the findings and conclusions of the 1981 
o National Institute on Aging Panel on the Experi- 
enced Pilots Study, which is a matter of record, indicate that age is 
not a rational nor reliable criterion for determining whether or not 
a pilot s medical and functional condition are such that he or she 
should oe permitted to continue in service. 

In my own. judgment, determination of physical and mental func- 
tioning, including identification of potential risk factors or relevant 
disease conditions should be the basis at any age for a division— for 
a decision about functional suitability. And I would emphasize any 
age, because there are certainly people under the age of 60 who 
would not qualify by refined tests for certain functional activities 

In the summary of the findings of the National Institute on 
Aging Panel, that panel concluded that there is no convincing evi- 
dence, medical evidence, to support age 60 or any other specific age 
for mandatory pilot retirement. On the other hand, disease, disabil- 
ity and death rates do rise increasingly beyond age 50 throughout, 
as we all are well aware. 

The panel, at that time, therefore recommended that the present 
age limit for air carrier pilots-in-command and first officers be re- 
tained; and that a systematic program to collect the medical and 
perforaiance data necessar/ to consider relaxation of the current 
age bO be limited. And there was a very specific recommendation 
as to how this might be approached to implement collection of in- 
formation that would provide the basis of a functional test to be 
used to ' *termine retirement or qualifications or not for flying as 
opposed to an arbitrary rule. 

I will conclude my comments there, sir, and be glad to take ques- 
tions later. 

[The prepared statement of Dr. Williams follows:] 

Prepared Statement or T. Franklin Williams, M.D., Director, National Insti- 
tute on Aging, National Institutes or Health, Public Health Service. De- 
partment or Health and Human Services 

Mr. Chairman and members of the committee, I am Dr. T. Franklin Williams Di- 
rector of the National Institute on Aging (NIA). I thank you for the opportunity to 
present information on health and functional ability as it relates to the older pilot 

Thanks to continued advances in both medical technology and research in aging 
W if r* av ? cons i de , rably mor - knowledge and understanding of health and fimcSonal 
ability beyond the age of tO now than we did even a few years ago. Specifically 
recent studies supported by the National institute on Aging (NIA) m healthy inc5- 
viduals in whom special care has been taken to exclude chagnosable disease, show 
that card' ac output (as measured in standard stress tolerance tests) and mental 
functioning (as measured with standard intelligence tests) may be maintained at 
least as late as age 80 in the same ranges as in healthy young persons. Recent evi- 
dence also indicates that kidney function (as measured by creatinine clearance) does 
not decjme with age in many healthy persons. Also, it has been demonstrated that 
previously sedentary generally healthy persons over the age of 60 who undertake a 
physical conditioning program show as much improvement in aerobic canacitv and 
other tests at do younger persons. 

In other words we are finding that, in persons who are spared disease conditions, 
functioning may be well maintained at least to age 80 and quite possibly longer. It 
is important to keep in mind that these conclusions apply to persons in whom cur- 
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rent advanced technologies have been used to exclude conditions such as ischemic 
coronai y artery disease. The studies of Dr. Edward Lakatta and his colleagues, in 
the Cardiovascular Laboratory of the NIA Gerontology Research Center in Balti- 
more, and at Johns Hopkins Hospital, have shown that about half of otherwise ap- 
parently healthy persons in their 60'e «nH 7 0's, when tested with radioactive thalli- 
um scanning (a non-invasion procedure *t have some degree of ischemic coro- 
nary artery disease. It is the other half 01 mis population, with normal scans, who 
have the same cardiac output on standard stress testing as do healthy persons in 
their 20's and 30's. 

We can now conduct tests which will identify medical conditions which affect 
functioning and which would have gone unrecognized in the past, i.e., were not iden- 
tifiable by earlier tests Dr. Lakatta, referred to above, discusses aspects of this and 
related questions in a paper on "Health, Disease and Cardiovascular Aging," which 
has recently been published in the book," America's Aging: Health in an Older Soci- 
ety," by the National Adademy of Sciences. Further evidence of the predictive vslue 
of such testing comes from even more recent studies by Dr. Lakatta and his col- 
leagues, in which they have found that asymptomatic middle-aged and elderly per- 
sons who exhibit both an abnormal electrocardiogram (BOG) and thallium response 
during exercise have a much greater risk of a coronary event than those who have 
only one, or no. abnormal tests. The following table summarizes their latest unpub- 
lished uata: 



Test results ( 4 = abnormal) 
ECG Thatimm 


Number tested ■ 


Number with corona?} 
event m next 4 yean 


Percent 


Avtrafiafe- -yon 


-1- + 


17 


7 


243 


70 


+ 


31 


4 


129 


65 


+ 


32 


2 


62 


60 




300 


6 


20 


*59 



1 These persons are a part of the Baltimore Lonfrtudmal Study of Atmt of the National Institute on Apft| 
* Ot tfce 300 with douWe-netatw tests, ^umatHy 100 are aged 70 and older 



While these data are preliminary and will require further testing, they indicate 
that we can probably reliably test cardiac functioning and with reasonable reliabil- 
ity identify risk for coronary events in older as well as younger persons. 

These recent studies, as well as the findings and conclusions of the 1981 Report of 
the National Institute on Aging Panel on the Experienced Pilots Study, indicate 
that age is not a rational nor reliable criterion for determining whether or not a 
pilot *8 medical and functional condition are such that he/she should be permitted to 
continue in service In its summary of findings, the Panel concluded that there is 
not convincing medical evidence to suport age 60, or any other specific age, for man- 
datory pilot retirement. Disease, disability, and death rates do, however, rise in- 
creasingly steeply during each decade beyond the age of 50. The Panel therefore rec- 
ommended that the present age limit for air carrier pilots-in-command and first offi- 
cers be retained; and that a systematic program to collect the medical and perform- 
ance data necessary to consider relaxation of the current age 60 rule be implement- 
ed. I will be pleased to answer any questions which the committee may have. 

REFERENCES 

1 Rodeheffer, Richard J., Gerstenblith, Gary, Becker, Lewis, Fleg, Jerome, Weisfeldt, 

Myron, and Lakatta, Edward, "Exercise cardiac output is maintained with ad- 
vancing age in healthy human subjects: cardiac dilation and increased stroke 
volume compensate for a diminished heart rate/' Circulation, Vol. 69, No. 2, 
Feb. 1984. 

2 Schaie. K. Warner (ed.), "The Seattle Longitudinal Study: a 21-year exploration of 

psychometric intelligence in adulthood, "Longitudinal Studies of Adult Psycho- 
logical Development," New York: The Guilford Press, pp. 64-135, 1983. 

8 Lindeman, R.S., Tobin, J.D., and Shock, N.W., "Rates of decline of renal function 
with age," Journal of the American Geriatrics Society, 33:278, 1985. 

4 Seals, D.R. Hagberg, J.M., Hurley, B.F., Ehsani, A., Holl loszy, J., "Endurance train- 
ing in older men ar. women: I. cardiovascular responses to exercise," Journal 
of Applied Physiology, Vol 57, pp. 1024-1029, 1984. 

The Chairman. Thank you, Dr. Williams. 
The next witness is Dr. Jefferson Koonce. 
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Mr. Koonce. The name is pronounced Koonce, sir. 
The Chairman. Koonce. Will you please proceed, Dr. Koonce, in 
any manner you may desire. 

STATEMENT OF JEFFERSON M. KOONCE, PH.D., PROFESSOR AND 
PROGRAM HEAD OF HUMAN FACTORS ENGINEERING, UNIVER- 
SITY OF MASSACHUSETTS 

Mr. Koonce. Chairman Roybal; members of the committee, my 
name is Jeff Koonce. I am currently a professor at the University 
of Massachusetts in Amherst. I am a professor of human factors 
engineering. 

I have been involved in flying for about 27 years as a pilot, in- 
structor, and as a researcher. I have performed research in the ac- 
quisition of flying skill naintenance of flying skills, degradation 
of flying skills— genera y the training of pilots— the utilization of 
flight simulators, requirements of simulators for successful transfer 
of training and of skills. 

My doctoral research, performed in the Aviation Research Labo- 
ratory of the University of Illinois about 10 or 11 years ago, was in 
the area of flight simulators. At that time, the simulators that 
were used in our research were relatively antiquated compared to 
the machines we have today. We have made some tremendous 
strides in the devices that we have to train pilots, such that com- 
mercial airlines do not necessarily have to put people in the air- 
craft to train them to handle the systems. 

They are very high fidelity systems to the extent that they have 
rather sophisticated motion bases, excellent visual cues, and ex- 
tremely high fidelity in the controls and displays within the cock- 
pit itself. 

We have found, over time, that we can use these devices to ade- 
quately train pilots to be safe, as copilots and as captains of com- 
mercial air carriers, safe enough to fly our general pacing popu- 
lace. People use these machines to determine the adequacy of the 
pilot s ability to perform his task, however, when the pilot reaches 
age 60 they suddenly claim that these devices are no longer valid 
for determining those very same skills. 

Some persons have made comments about the degree of subjec- 
tivity involved in the assessment of pilot performance. I feel that 
the assessment of pilot performance can vary on a continuum from 
relatively objective to very subjective. AnH the control of the 
degree of subjectivity rests very heavily in the hands of the man- 
agement who directs the utilization of the devices in assessing pilot 
performance. They can allow it to be as subjective as they wish or 
they can demand good pilot performance measurement. 

I have flown in the military, with the Air Force, for over 20 
years. We assessed pilot performance, the ability to perform their 
task. And that was the criterion at which we allowed the persons 
to continue the performance of those duties. We assessed it about 
every 6 months. 

The commercial airlines, the pilots' ability to perform their 
duties is supposed to be assessed reliably in a valid manner every 6 
months, to the extent that we allow them to fly the paying public. 
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And this should still be used as a means of measuring pilot per- 
formance. 

I believe that right now we are taking otherwise fully qualified, 
very capable, experienced persons and denying them the right vo 
continue to perform his or her duties as pilots simply because they 
have reached the age of 60. And to me this seems to be blatant age 
discrimination. Because age is not really a true measure of the 
ability to perform the task of a pilot. Knowledge, skill and experi- 
ence are the requirements. And those are the things that we must 
assess. 

I generally would recomirend that the industry carefully review 
its methods of assessing pilot proficiency, ability to perform their 
task, and ensure that we are doing a good job in assessing the 
pilots' ability, regardless of what age they are. And those who are 
capable of performing their tasks should be allowed to continue the 
performance of their duties regardless of their age. 

I thank you, sir. 

[The prepared statement of Mr. Koonce follows:] 

Prepared Statement op Jefferson M. Koonce, Ph.D., Professor and Program 
Head of Human Factors Engineering, University of Massachusetts 

Mr. Chairman and members of the Committee, I am Jefferson M. Koonce, Ph.D., 
currently a professor and Program Head of Human Factors Engineering at the Uni- 
versity of Massachusetts. I thank you for the opportunity to address your committee 
on matters related to the "age 60 rule" prohibiting pilots of scheduled air carriers 
from performing as pilots after the age of sixty years. 

I have been actively involved in flying for twenty-eight years as a pilot, an in- 
structor, and as a researcher My B.S. and M.S. degrees are in psychology, and my 
doctorate is in the field of engineering psychology. My dissertati n and later re- 
search has been involved with the acquisition of flying skills, the prediction of pilot 
performance, and the development and utilization of night simulators for the acqui- 
sition and maintenance of flight skills. I have been a member of the United States 
Air Forced Simulator Advisory Group and the Department of Defense/ National 
Aeronautics and Space Administration (DOD/NASA) Committee for Coordination of 
Flight Simulator Technology. 

with regards to the "age 60 rule" I wish to address the topics of the changes in 
performance that occur as a function of age, the measurement of pilot performance, 
and the advantages and disadvantages of the"age 60 rule." 

First, let me mention the obvious fact that airline pilots are a group of persons 
that are quite different from the general population of persons. When they first 
started their careers, the persons who were selected to be admitted into the airline 
pilot training systems were significantly better than the "average" person in the 
population in both cognitive and physical functioning. After initial selection there 
was further selection during the training program which made this group of persons 
even more select. Then, over the years of performing their duties, pilots are regular- 
ly "retrained" and given regular physicial examinations to insure that they are in 
the best condition Then when questions arise regarding their performance after the 
age of sixty, others tend to speak of these pilots as persons representative of the 
general population when, in fact, they are different. 

Of course, we realize the fact that pilots as a group are not immune to aging, and, 
that along with aging, persons vary considerably in their capabilities. We often see 
articles and television shorts about persons over sixty performing as well if not 
better than most of the population of forty year old persons, and the abundance of 
such information seems to be drastically increasing over the past few years. Why is 
this? Perhaps a person of sixty p'us years today might actually be more capable in 
physical and cognitive functioning than sixty year old persons were when we our- 
selves were youngsters. Those of you on the Committee who might be beyond sixty 
might feel that there is some truth to this, while younge- persons may respond with 
stereotypical feelings about older persons as being disabled physically and cognitive- 
ly senile. 

When talking about the population of pilots, the real concern is what are the ef- 
fects of aging on pilot performance? Laboratory research has demonstrated differ- 
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ences in information processing and subsequent response time as a function of age 
that was not attributable to observable physical problems. The differences observed 
tend to snow that the older researcher subjects take about 150 milliseconds longer 
to respond to complex tasks; that is, the difference is only slightly greater than one 
tenth oi a second. These research results have been used to stats that this slowing 
ol a pilct s responses as he/she sges could be detrimental to the safety of the pas- 
sengers and the general public. But in a pilot's operating environment, this differ- 
ence in response time is, for all practical purposes, insignificant! 

Recent research on these age^dependent changes in response to complex stimulus 
materials has attempted to reveal the srurces of the increase in response times. 
Braune, Wickens, Strayer, and Stokes (1985) did find a general slowing trend with 
age that appears to be more pronounced with complex stimulus materials. This re- 
sults of this research suggested that "the slowing was most pronounced at the stages 
oi response selection and execution, and that this slowing was in turn heavily relat- 
ed to a conservative adjustment in response criterion with a corresponding shift to- 
wards mcro rather than less accurate performance. The data showed no loss in 
time^hanng ability with age." (pg 229). The authors go on to say, "Although many 
the age-related changes reported m the present research were highly reliable in a 
statistical dense these results must also he put in the context of the large variabili- 
ty within the older age groups. TK s variability would suggest t*e danger of relying 
solely upon chronological age as a decision criterion. Jnstead, r e emphasis should 
be placed on the notion of functional age and objective per 4 aance-based meas- 
u res. 



The measurement of the performance of pilots should be part of every pilot 
training and operation system. This should be done to insure that those who are 
r laced at the control of the airplanes do, in fact, possess the requisite knowledge, 
skills, and judgment to perform the it ;ired tasks with the greatest degree of 
saiety. Airlines do train pilots and periodically check their skills to determine 
whether or not the pilots are still capable of performing their tasks in a satisfa* >ry 
manner, rhe trusted methods used by airlines in assuring the quality of their pilots 
are initial line checks, enroute checks, line oriented flight training (LOFT), FAA ob- 
servation of pilot performance, peer reviews, and various flight simulator scenarios, 
auch methods are used from the time a pilot first starts to work for an airline and 
are accepted by the FAA as the means of determining the adequacy of the pilots to 
carry the general public in the safest possible manner. However, for some strange 
reasons, some persons in the industry feel that either these methods are really not 
vr id method* ot determining pilot ability or they are no longer valid after a pilot 
r^cnes ine age of sixty 

The quality of flight simulators in use by the airlines today are significantly 
better than the old Blue Boxes" we used to fly in a hangar. The airlines have spent 
tremendous amounts of money on them to insure the fidelity of the displays and 
systems represented in the simulator cockpits, large motion systems to impart phys- 
ical motion cues to the pilots, state-of-the-art visual systems to give the pilots useful 
out-of the-cockpit visual cues, and special systems control panels to permit their 
tlight instructors and check pilots to accurately simulate virtually everv tvoe of 
emergency that a pilot is likely to encounter The measurement of pilot perform- 
ance can be accomplished by use of the simulator's computer to measure the ade- 
quacy of control of the aircraft, the selection of proper switches, and the proper re- 
sponses of procedures Also, in administrating flight checks, there is generally a 
check pilot present to ascertain the quality of the pilot's performance, how he or she 
goes about doing the tasks. 

Formal evaluation of a pilot's ability to perform his/her tasks generally takes 
place at least twice each year. There are additional opportunities to observe a pilot's 
performance on each and every flight that he/she participates in. Given all ofthese 
opportunities, persons claim that the evaluation methods are too subjective to be c/ 
any practical value <after age sixty). But, the degree of subjectivity entering the 
evaluation process lies heavily in the hands of the airlines themselves. We like to 
think of them as persons with the highest degree of professionalism and we come to 
expect that type of behavior, from the cabin personnel to the flight check pilots. Mv 
dissertation research (Koonce, 1979) performed over ten years ago demonstrated 
very high inter-rater reliability coefficients on the measurement of pilots' perform- 
ances, both in the control of flight parameters as well as the performance of proce- 
dural items and planning ahead Those measures of pilot performance were taken 
by hand, and with today s equipment and techniques the airlines should be capable 
of measuring pilot performance with a very low degree of subjectivity and high 
degree of objectivity. The degree of objectivity-subjectivity in a performance measur- 
^mg system is a function of the methods of measuring performance and the ability of 
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those conducting the performance measurement The devices can be enhanced for 
both manual and automated scoring, and those who conduct the performance meas- 
urement can be helped by good training in the measurement of performance and 
the positive, supportive, attitude of management Otherwise, the assessment of pilot 
performance, from the new pilot to the older pilot, will be a sha i to t\.j paying 
public 

If a pilot should develop a problem that wou'd have a seriously potential effect on 
his/her ability to adequately perform the tasks required, the:: hov; might this be 
determined? Simply, require them to perform the tasks. How 7 Use the flight simula- 
tor for those tasks of a critical or emergency nature or observe their performance in 
the aircraft of LOFT rides, and observe and measure their performance in doing the 
tasks If the pi) ut can perforin his/her duties to the criterion standards o f perform- 
ance then he/she should be permitted to continue in the role of pilot. The frequency 
of check rides that pilots are subjected to should be sufficient to detect and lessen- 
ing of abilities before they are at a critical level regardless of the pilot's age. Tne 
performance of specific duties is the task of the pilot, not to remain below the age of 
sixty 1 

Looking at the "ago 60 rule" from the industry's viewpoint there are some eco- 
nomic advantages to moving the higher salaried persons out of the system. Also, the 
use of an "age 60 rule" makes it easier for the check pilots; there is less of a 
demand to be careful and professional in the evaluation of a pilot's abilities. If a 
pilot's abilities are weakening, for whatever reasons and he/she can be carried on to 
reach age 60, then the pilot will be dropped and the check would not have the tough 
decision of telling the pilot that he/she cannot fly anymore, the "system" will do it 
for them Often check piiots tend to suffer from the error of leniency, and with the 
preponderance of automated systems and the redundancy of more than one pilot in 
the cockpit such errors tend to go unnoticed So, the "age 60 rule" can make deci- 
sions easier for some people. 

But, the problem is that an otherwise full qualified, very capable, experienced 
person is denied the right to continue to perform his/her job as a pilot simply bo- 
cause he/she has reached the age of sixty. To me, this seems to be blatant age dis- 
crimination because age is not really a true requirement for the ability to perform 
the tasks 

I do encourage the industry to carefully review its methods of evaluating pilot 
performance to insure proper measurement of pilo* 1 * 1 ^ abilities and to make that 
the determiner of whether or not a person, regardle. /age, should continue to per- 
form as a pilot for their airline. 
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The Chairman. Thank you, Dr. Koonce. 
Next witneps, Dr. Sam Fox. 

STATEMENT OF SAMUEL M. FOX III, M.D., PROFESSOR OF MEDI- 
CINE, AND DIRECTOR, PREVENTIVE CARDIOLOGY PROGRAM, 
GEORGETOWN UNIVERSITY SCHOOL OF MEDICINE 

Dr. Fox. Thank you, Mr. Chairman; Mr. Rinaldo. I am Samuel 
M. Fox, professor of medicine at Georgetown University and Direc- 
tor of the Preventive Cardiolog> Program. Prior to this, from 1960 
to 1963, 1 was Assistant Director of the National Heart Institute, as 
it then was, one of the National Institutes of Health, and was ad- 
ministratively in charge of both *;he Framingham Community 
Study, to which I will allude, and the early start of the Gerontology 
Program that preceded the existence of the National Institute on 
Aging. I was also Chairman of the WHO Committee on Exercise 
Testing, 1969, that addressed the question of the applicability of ex- 
ercise testing to the characterization of risk and functional capac- 
O 
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ity from the standpoint of cardiovascular competence of individuals 
such as airline pilots. 
My written statement is somewhat longer thar: perhaps is justi- 

fie l*°UJ*?. ding here - lt summarizes very much the same type data 
as Dr. Williams presented. 

Dr. Lakatta, who trained with us at Georgetown, has done excel- 
lent work characterizing the ability of a series of exercise tests to 
characterize the ability of a human heart to perform without com- 
promise under stresses which in large part simulate those that 
might occur during the tight moments of final approach or takeoff 
or other maneuvers in the air that would relate to commercial air- 
line pilots. 

The ability to characterize risk was also mentioned by Dr. Wil- 
liams in a manner that can be undertaken at very reasonable price 
and is widely available throughout the United States. And I will 
use as an example here, which I think might be of importance to 
review, that from the Framingham Study we know that a 60-year- 
pld man using no tobacco, w/h a systolic blood pressure of 135 mil- 
limeters of mercury, with a serum cholesterol of 210, who was 
found to have no glucose intolerance, that is, a tendency for the di- 
abetic state, and no abnormalities on his electrocardiogram, will 
have essentially a 7.4 percent chance of developing evidence of cor- 
onary artery disease in a period of 6 years. This is solid data from 
the followup of these individuals in Framingham, where the study 
has been ongomg for over 30 years. 

This is in contrast with the average 60-year-old Framingham 
male who would have an 11.1 percent probability of developing 
some manifestation of coronary disease. 

By these simple tests then, available in most physicians' offices, 
we can characterize this man's risk because he is a clean-living, 
noncigarette-using person with normal values as only three-quar- 
ters or less of the average of men his a$e. 

If because of his interest in qualifying as a commercial airline 
pilot or for other activities he is given a symptom limited exercise 
tolerance test, and this shows no evidence of coronary insufficiency 
or other impairment, at a level which m equal to or above that 
which is usual for the age, and the average is around what we call 
W to 11 multiples of resting metabolic rate, and if he achieves this 
without irregularities of the heart or other evidence of inadequacy 
we could drop his probability score from 7.4 to 2 percent with a £ 
year projection. 

If during that high level exercise test, we iiyected the thallium 
isotope that Dr. Williams mentioned and found that on the pictures 
taken of the distribution of that isotope there were no defects, so- 
called, cold spot subtraction defect" indicating a lack of smooth 
and even distribution or, as we say, perfusion of the isotope 
through the heart muscle, then we can drop the probabilitv score 
to 1 percent. And there is firm data in the literature that supports 
these data. 

The average 45-year-old man, without any assessment, which un- 
fortunately is altogether too frequent in society today, and is quite 
frequent in commercial airline pilots, has a 4.£percent probability, 
as compared to a defined 1-percent probability that would result 
Q ff, ° m these perhaps elaborate seeming procedures, but those which 
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are widely available and can be obtained for $700 or less in most 
laboratories. 

Therefore, it is my contention that it is quite possible, and from 
a systems standpoint justified, to have those individuals who have 
responsibility for commercial airline pilot work, and other safety- 
related responsibilities, to have a system whereby they can get 
these evaluations. Maybe they will have to support the expense. 
But compared to the salaries these men are able to draw, $700 is 
both reassuring and I think quite reasonable for maintaining their 
abilities. 

In closing, therefore, I can summarize by saying I believe our 
citizens can rest easy and with confidence and trust their family 
members to fly with a well-evaluated, medically cleared 65-year-old 
pilot, or perhaps even older, knowing that he is at less than half 
the risk of an acute disabling coronary attack than the average 45- 
year-old unevaluated pilot that we are likely to have in our airline 
system today because of the regulations not requiring such evalua- 
tion. And therefore, I think there is real opportunity to help pro- 
tect the citizens by tightening up on the evaluation procedures, but 
also granting those who can qualify and demonstrate their capabil- 
ity for unimpaired performance to continue to perform those 
duties. 

Thank you very much. 

[The prepared statement of Dr. Fox follows.] 

Prepared Statement of Samuel M. Fox III, M D., Professo" of Medicine, Direc- 
tor, Preventive Cardiology Program, Georgetown University School of 
Medicine, Washington, DC 

It is well established that a male in hu late fifties can be evaluated by widely 
available medical tests and given a characterization of his risk of developing evi- 
dence of coronary heart disease an/or stroke over a period of at least 5 years. Bv 
using the data from the Framingham Community Study, a man's serum cholesterol, 
blood pressure, smoking history and electrocardiographic interpretation can be com- 
bined with evidence of glucose intolerance (diabetic tendency) to produce "probabili- 
ty statement" of risk of developing manifestations < f coronary heart disease in a 
span of 6 years. 

A symptom<limit<*d Exercise Tolerance Test will ir crease the power of characteriz- 
ing the risk of occurrence of coronary disease 

Nuclear cardiology techniques (TechniciuTi and Thallium exercise studies) can 
add further strength to the certification that a man either has, or does not have, an 
elevated risk of acute coronary collapse. Although one can not absolutely guarantee 
that a man will not have a disabling episode, a "probability statement' can be de- 
veloped that will reduce the chance to less than 1% if an appropriate application of 
the above tests demonstrate no abnormality. 

A typical test sequence is presented: 

A 60 year old man using no tobacco with a systolic blood pressure of 135 and a 
serum cholesterol of 210 is found to have no glucose intolerance (diabetic tendency) 
and normal electrocardiogram. From the Framingham Community 3tudy his risk of 
developing coronary disease manifestations in 6 years is 7.4% as contrasted with the 
average 60 year old Framingham males who would be rated at 11.1%. 

A symptom-limited Exercise Tolerance Test shows no evidence suggestive of coro- 
nary insufficiency at 12 METs of superior aerobic capacity justifying a reduction in 
the coronary disease probability score to 2% for a six year projection. 

The Thallium scans taken after the injection of Thallium 201 isotope at peak ex- 
ercise reveal no evidence of a "cold spot subtraction defect" in the scintigraphic pic- 
tures that would characterize uneven or deficient perfusion of the heart muscle or 
suggest a compromised blood supply. This warrants a further reduction of his "prob- 
ability score" to less than 1% likelihood of having any manifestation of coronary 
disease in six years. The chance of having a sudden, incapacitating event while 
flying is far less than 1%. 
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Tb* average 45 year old male in the United States, not evaluated by the above 
procedures, has been found to have a 4 ! /2% "probability". 

For less that $700, and widely available in the United States, we have the means 
of "clearing" pilots for flight responsibihtes at a level that should satisfy even the 
most sceptical inquirer These tests not only evaluate risk "at rest", but evaluate 
cardiovascular performance under severe stress. 

In closing, I can summarize by saying I believe our citizens can "rest easy" and 
with confidence entrust their family members to fly with a well evalauted and medi- 
cally cleaned (55 year old pilot knowing that he is at less than half the risk of an 
acute disabling coronary attack than the average 45 year old, unevaluated pilot (by 
todays regulations) who is likely to be a commercial pilot, 
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The Chairman. Thank you, Dr. Fox. 

Captain Shaver, will you please proceed in any manner you may 
desire. 

STATEMENT OF LEROY ALVIN SHAVER, PH.D., SECOND OFFICER, 
UNITED AIRLINES; APPEARING ON BEHALF OF THE AMERICAN 
ASSOCIATION OF RETIRED PERSONS 

Mr. Shaver. Mr. Chairman and members of the committee, I am 
second officer or Flight Engineer Leroy Alvin Shaver with United 
Airlines. I want to thank you for this opportunity to speak on 
behalf of the American Association of Retired Persons and, indeed, 
on behalf of all commercial airline pilots who want to continue 
flying past the current forced retirement age of 60. 

I apologize for being late : Mr. Chairman. The AARP is a little bit 
bureaucratic. You gentlemen are used to bureaucracy. And by the 
time all of the different people there this morning approved what I 
am going to say I was late in leaving. But when one is going to 
speak for 20 million members of AARP, I suppose a little care in 
looking things over is justified. This is the largest membership or- 
ganization in the United States. Also, I am proud to be one of the 
highly trained persons who for over 40 years has been responsible 
for the safety of airline passengers and crews on the airplanes I 
have flown to various parts of the world. 

I joined United in January 1944, when I was 22 years old. And 
when I pulled up to the gat^ at Honolulu Airport 3» years later in 
a 747 and set the parking brake, I want to tell you that was an 
emotional experience. I enjoyed the trip. The passengers all signed 
little notes and sent up to me; they knew it was my last trip as 
captain. When I set that parking brake I asked myself what in the 
world is going to be different about me on the 27th of this month 
than right now on the 20th? Why can I do this now? Why am I 
qualified, but on the 27th, when that 60th birthday comes around, I 
am not going to be allowed to fly any commercial airl* ier, much 
^*s a 747? 
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Flying, as most of you know, is a Jot more than just a job or 
earning a living. For me and my colleagues that is the way it is. It 
is really a way cf life. It demands a level of commitment and com- 
petence. It provides a degree of exhilaration that is just not found 
in very many occupations. There is a really special joy and a per- 
sonal satisfaction in being in command o f a huge complex machine 
like that. For example, flying pastbound over the Pacific in the 
middle of the night headed for Chicago seeing a huge Moon come 
up, or flying westbound into the sunset, each layer of clouds a dif- 
ferent color because the sun is setting. Things like this you never 
forget. And believe you me, you miss them when you have experi- 
enced them. 

I decided to fly or to become a pilot when I was 6 years old. And 
I never changed my mind. I took my first flying lessons when I was 
14. And my 16th birthday present was a physical examination from 
a Bureau of Air Commerce doctor — that was what they called the 
FAA in those days. And it was a happy birthday indeed, because 
that meant I could now go out and fly solo legally. My life has been 
involved with flying continually since that time, except for 15 
months that I was grounded because of the age 60 rule. 

I started out as an RAF flight instructor. They could not teach 
these people to fly in Britain, the Luftwaffe would have shot them 
down. So they sent them here, to Canada and Australia to learn to 
fly. So I taught RAF cadets. And then I became an experimental 
test pilot for Bell Aircraft doing prototype tests on the P-63 and 
tumble tests on a P-39. Some of these airplanes were ancestors of 
the airplanes that Chuck Yeager flew. 

Flying really was not the only thing I could have done because I 
have achieved the distinction of a Ph.D. from the University of Chi- 
cago in gerontology. I am a successful account executive with a 
stock brokerage firm. I currently have two full-time jobs. But 
really, nothing else has ever come close to the satisfaction I derive 
from being captain of an airplane, particularly a 747. 

When I was forceably retired in 1981, with no consideration for 
the experience and knowledge, the ability I developed as a pilot, no 
recognition of my commitment to this profession — I had never been 
late for work in 41 years — no recognition of my commitment to this 
profession and disregard of my high level of physical and emotional 
fitness, the door really slammed on the largest and perhaps most 
important part of my life, outside of my family, of course, with no 
reason. I have seen this happen to dozens of my colleagues who 
were skilled and valuable pilots one day and unemployed the next. 
I am talking about people who were at their prime as pilots and 
vital human beings. They now have nowhere to contribute that ex- 
perience and energy. 

In conducting the research for my Ph.D. dissertation at the Uni- 
versity of Chicago, I examined the attitudes of United pilots and 
other employees to forthcoming retirement. The research that I did 
and my subsequent observations have led me to some conclusions. 
One of them is I have found that most pilots simply cannot under- 
stand why they are shelved when they are clearly as vigorous and 
just as capable as they were the day before they turned 60. I am 
not talking about the obvious loss of salary and status. I am talk- 
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ing about being told iX th* now young age of 60 that you are just 
too darn old to do a Job you could continue to do very well. 

This mandatory retirement rule just cannot be justified on blan- 
ket medical grounds, or on the airlines 1 and the FAA's inability to 
assess any individual pilot's physical and psychological fitness. 
Indeed, the health ixiformation the FAA ard the airlines have on 
all their pilots far exceeds what most doctors have for their pa- 
tients. 

Can you imagine the FAA's file on me? They have Leen givint 
me physical exams since October 1037. United Airlines' medical de- 
partment has annual records of my physical condition since Octo- 
ber 1943 when I applied for the job. With all of that historical ma- 
terial and with the technology they have today, I certainly feel 
that they have all that they need to assess each of us individually. 

A couple of months ago, August 30, 1985, 1 took a first-class phys- 
ical examination— I have the little slip ^f paper in my pocket. A 
first-class physical is what cne needs to fly as captain— and I would 
certainly like to fly in that capacity. 

I really wokider why the FAA at this point is not willing to treat 
people like myself, other pilots over 60, in the same manner that 
they treat younger pilots who have physical disabilities. On United 
Airlines and on others we have captains flying who have had I.eart 
attacks, who have had Coxonary bypass surgery. I am flying with 
one this month who has> total loss of hearing in one 3ar, a hearing 
aid in the other. He gets along just fine. 

I am not critical of any of this. The FAA follows these people 
very closely. It monitors their condition. 1 have n ' heard of any 
problem involved with this program. All that I ask * that the FAA 
give the same consideration to those of us whose only real impair- 
ment is that we have had that darn 60th birthday. 

I do find some satisfaction in hying in that third seat. I used to 
have four stripes on this same uniform, and because I am 60, one of 
them has been removed. Being in that third seat, being part of the 
crew is a satisfying experience at some level, u ut believe you me, it 
is nothing like being the pilot in cor- nand of tw 747. 

A lot of pilots, a lot of my colleagues, just do not feel that they 
can quite handle moving from the first seat to the third seat, so 
they elect to go ahead and retire. But believe you me, if they have 
the opportunity to take the required physicals, whatever is re- 
quired, whatever examinations the FAA might wish to impose, 
they would love to stay on and fly. 

Gentlemen, the FAA just has not done a thing about this. So I 
am here today, as I said, representing the 20 million members of 
AARP who are behind us and ask that you, Congress, do something 
about this, get things going, give us a chance to use our talents, use 
our experience. 

Thank you very much. 

[The prepared statement of Mr. Shaver follows, along with the 
proposed statement of the Amerir a Association of Retired Per- 
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repared Statement of Second Officer Leroy Alvin Sha .'er, Ph.D., on Behalf 
of the American Association of Retired Persons 

Mr. Chairman and Members of the Committee: 

o 
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I am Second Officer— or flight engineer— Leroy Alvin Shaver with United Air- 
lines. I want to thank you for this opportunity to speak o*. behalf of the American 
Association of Retired Persons and, indeed, on behalf of all commercial airline pilots 
who wish to continue flying past the current forced retirement age of 60. 1 am proud 
to be a member of AAKP which, with over 20 million Americans over the age of 50, 
is the largest membership organization in the country I am also proud to be one of 
the highly trained persons who for over 40 years has been responsible for the safety 
of airline passengers and crews on the planes I have flown around the world. 

I joined United Airlines in January 1944, at the age of 22. When I pulled up to 
the gate at Honolulu International Airport 38 years later, in October 1981 and set 
the parking brake on the 747 for the last time, I wondered why on the 27th of that 
month I would be considered no longer capable of flying that or anv other commer- 
cial plane. 

Flying is not merely a job or just a means of earning a living for me and for very 
many of my colleagues. It is a way of life that demands a level of commitment and 
competence, and provides a degree of exhilaration, not found in many endeavors. 
There is a special joy and personal satisfaction in successfully commanding a com- 
plex and highly sophisticated machine while flying under a huge new moon over the 
Pacific or through multi-colorej layers of clouds. I decided to become a pilot when I 
r/as si ^ears old. I took my first flying lessons when I was 14 and my 16th birthday 
present was an FAA physical exam so that I could legally fly solo. My life has been 
involved with flying continually since that time— as an RAF flight instructor, an 
experimental test pilot for Bell Aircraft and commercial airline pilot. Flying was 
not the only profession I could have qualified for— I have achieved the distinction of 
a Ph.D. from the University of Chicago in Gerontology and am a successful account 
executive for stock Hokerage firm. But nothLig hiis ever come close to the satis- 
faction I derive from being a pilot. When I was forcibly retired in 1981, with no con- 
sideration for the experience, knowledge and ability I had developed as a pilot, uo 
recognition of my commitment to this profession and disregard of my high level of 
physical and emotional fitness, the door slammed on the largest and perhaps m.vit 
important part of my life outside of my family— with no reason. I have s. * the 
same thing happen to dozens of my colleagues who were skilled and valuable pilots 
one day, and unemployed the ne*t. I am talking about people who were at their 
prime as pilots and vital human beings, but now have nowhere to contribute that 
experience and energy. In conducting the research for my Ph.D. dissertation, which 
examined the attitudes of United pilots and other employees to retirement, and my 
pjbsequent observations of the experieii^ of theje people once retired, I have dis- 
co* — ed that most pilots are unable to understand being shelved while still clearly 
as vigorous and competent as ever, and are unable to find any real substitute for 
being an airline Captain I am not talking only about the obvious losses of salary 
and status; I am talking about being told at the young age of 60 that you are too old 
to do a job you continue tc do v/ell. 

This mandatory retirement rule cannot be justified on blanket medical grounds or 
on the airlines' and the FAA's inability to assess any individual pilot's physical and 
psychological fitness. Indeed, the health information the FAA and the airlines have 
on all their pilots far exceeds what most doctors have for their patients. For exam- 
ple, the FAA's medical file on me dates back to 1937 and United r s to 1943. 1 am still 
required to undergo a complete FAA physical exam annually as a flight engineer 
and in August 1985 I passed my First Class physical, which is the physical necessary 
to fly as Captain. It is difficult for me to understand, given these facts and the ab- 
sence of any incapacitating health factors in my 40 years with United, why the FAA 
is willing to assess pilots under 60 on an individual basis and grant them waivers to 
fly notwithstanding a medical history that may include heart attacks, coronary 
bypass operations, previous alcoholism, hearing loss, etc., but is unwilling to provide 
the same consideration for me and many others with excellent medical records who 
just happen to be above the somehow magic age of 60. 

I have been luckier than most. I had the ability and support necessary to rechan- 
nel my energies into other, admittedly less satisfying, areas when forced to retire. 
Nonetheless, when finally offered the opportunity to again become part of the flight 
crew by becoming a flight engineer, I jumped at the chance. In no way does this 
substitute for being Pflot-m-Command, although I have been able to find some 
smaller measure of satisfaction in simply being in the cockpit. For His good rea- 
son, many retired pilots are unwilling to take this frustrating step dow.i. 

If there is a justification for mandatory retirement of pilots at age 60, 1 would like 
to know what it is. I don't believe there is any. In my years of working with FAA 
personnel, I have come to develop great respect for their ability and commitment to 
air safety. I am confident they are able to assess the fitness of all pilots, regardless 
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of their age and screen out those individuals who should not be flying. Unfortunate- 
ly the FAA has been unwilling to do this It is my hope that Congress will take 
steps to correct this great injustice. A tremendous amoi nt of talent is going to 
waste. 0 ^* 



Prepared Statement of the American Association of Retired Persons 
The American Association of Retired Persons (AARP) welcomes the opportunity 
ftS? 8 ?*- lU ? J he **? «9 mandatory retirement age for commercial airline 
rnjots. Tms written statement will supplement the testimony presented by Second 
Officer LeRoy Alvin Shaver on behalf of AARP (attached hereto). 
AARP, with a membership of more than twenty million persons over the age of 
>\?rl e lar » e8t A . or K ani f ed group of older Americans in the country. AARP isccm- 
Srwlw ^ TOmotm ^ and rtrengthening the Age Discrimination in Employment Act 
(ADkA) to ensure that older workers are not subject to forced retirement or other 
forms of age discrimination. Since the passage of the ADEA in 1967, AARP has 
w ™| ^ lth Co****' stote legislatures, the courts and the Executive branch to 
expand the scope of the statute. AARP strongly supports application of the ADEA's 
protections to government and other federally-regulated employees and elimination 
of all mandatory retirement ages. 

AARP has recently launched a major campaign aimed at improving employment 
opportunities available to older workers, the Writer Equity Initiative." AARP has 
also increased its advocacy efforts in the federal courts. In 1984, AARP submitted 
amicus cunae briefs in two recent Supreme Court cases interpreting employee 
rights under the ADEA, Johnson v. Baltimore 105 S.Ct. 2717 (1985) (which rejected a 

f£%^ and We8tern Air Eke, v. 

Cnswell 105 S.Ct. 2743 (1985) (which rejected a mandatory retirement age of 60 for 
airline flight engineers.) AARP will vigorously continue its efforts to change Ameri- 
ca s attitudes and employment practices regarding older workers. 

I. THE FAA AGI 60 RULE, THE ADEA AND BONA FIDI OCCUPATIONAL QUALIFICATIONS 

The FAA' s Age 60 Rule prohibits persons over age 60 from serving as pilots on air 
carrier operations. This rule, promulgated in 1959, is intended to protect against the 
K a» • JSr* 8 . 8U< J den m <»pacitation in flight from heart attack or stroke. The 
r AA ^s justification for the rule was— and remains-that medical testing cannot ac- 
curately predict phvsical changes in older pilots and that older pilots asa group are 
™ or « llke i v *j> an incapacitating event Challenges to the rule and to the 

FAA s refusal to grant any exemptions whatsoever have been unsuccessful. Al- 
thotvn the r AA has the authority to grant exemptions from the Age 60 Rule, 49 
U.&.C. sec. 1421(c), no exemptions have ever been granted. Indeed, the FAA has 
never even bothered to institute e procedure for considering requests for exemp- 
tions No pilot over age 60, regardless of his or her mdividuaJhealth characteristics, 
has been permitted to remain a pilot. In stark contrast to this policy, however, the 
FAA permits its own pilots to fly for as long as they are qualified 

(Mticisms of the rule have focused on its apparent violation of the ADEA. The 
ADEA, like Title VII, prohnV mployment practices that discriminate on the basis 
of stereotypes about the cht^ le^stics of a certain group of workers. Thus, employ- 
ers may not rely u~on generalize perceptions about the performance of older work- 
ers when making hiring, promotion and other workforce decisions; instead, the apti- 
tude and fitness of each employee, regardless of age, must be assessed usinir compa- 
rable criteria. ^ 

Exceptions to this requirement of individual assessment have been permitted in 
rare circumstances and only when justified as a "bona fide occupational que'ifica- 
tion The employer has a heavy burden of proof to show that an blanket age-based 
emn'oyment practice is justified. The employer must show: 

he job qualifications invoked to justify dWimination are reasonably necessary 
- tne essence of the employer's business; and 

(ii) either all or substantially all persons excluded by the age limitation cannot 
arform up to the required standards, or it is impossible or impractical to deal with 

all members of the excluded class on an individualized basis. See Western Air Lines. 

Inc. v Criswell. 105 S.Ct. 2743, 2752 (1985) (emphasis added). 

.u 1 * %? Urn Air Li ?** y i fr*"*/* 105 U S - 2743 (1985), the Supreme Court held 
that the process of psychological and physiological degeneration caused by aging 
vanes with each individual, and therefore such detenninations should not be group- 
based. The Court rejected the airline's attempt to extend the Age CO Rule to flight 
engineers, holding that it could not prove that the age qualification is "reasonably 
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necessary" and related to the conduct of the empbyer's business— in this case an 
overriding interest in public safety — and that the employer is compelled to rely 
upo^ age as a proxy for the safety-related job qualification. Western Air Lines at 
2751. 

Although the Age 60 Rule for pilots has been held to be a reasonable exercise of 
the FAA% administrative authority, the question of whether the FAA has satisfied 
the requirements for an BFOQ exception to the ADEA has never been addressed by 
any court. The Equal Employment Opportunity Commission (EEOO, however, ex- 
pressly rejected the Age 60 Rule as a justifiable BFOQ when it assumed regulatory 
authority over the ADEA in 1981. In light of the Western Air Lines case, and for 
reasons discussed more fully below, it is doubtful whether the FAA could first intro- 
duce the Age 60 Rule today. The Age 60 Rule could qualify as a BFOQ were the 
FAA to introduce it today. 

II. NO EVIDENCE SUPPORTS THE AGE 60 RULE AS A BFOQ 

No legal challenge to the Age 60 Rule has ever addressed whether the evidence in 
the record and the FAA's rationale for the rule satisfy the re. irements of the 
ADEA. See O'Donnell v. Shaffer, 491 F.2d 59 (D.C. Cir, 1974); Air Lines Pilots Ass'n 
InVl v. Quesada, 276 F.2d 892 (2d Cir. 1960). Recent advances, m medical knowledge 
and technology have undercut the FAA's historical rationale for the rule. In 1979, 
Congress mandated a review of the medical data underlying the Age 60 Rule (P.L. 
96-171). The subsequent report of the National Institute of Aging (1981) found no 
medical evidence to support the forced retirement of all older pilots. The report rec- 
ommended retention of the rule only until procedures that would treat all pilots in- 
dividually could be promulgated. In other words, s'noe the Age 60 Rule could not be 
supported as a BFOQ, it should be eliminated as quickly as administratively feasi- 
ble. 

As with flight engineers in Western Air Li.tes, neither the FAA nor employing 
airlines can cite to any medical or other evidence Justifying mandatory and arbi- 
trary retirement of all pilots at age 60. In J"ne 1982 the FAA issued an advanced 
notice of proposed rulemaking {ANPRM* requesting comments on the feasibility of 
gathering data to determine whether persons age 50 or older could safely serve as 
airplane pilots. The ANPRM was withdrawn in April 1984, without the FAA taking 
any action to implement or otherwise respond to the lack of evidence in the record 
or the NLA's suggested approach to changing the Rule. Disiegarding the evidence in 
this manner is in itself an abuse of administrative discretion. 

To further undercut the basis for the rule, the FAA itself has admitted that even 
its use of the particular age 60 is arbitrary and justified only by the argument that at 
some point during the aging process, the very greatly increased risk of sudden inca- 
pacitation warrant? discrimination against all pilots. However, no evidence as to at 
what if any age this high degree of risk occurs has ever been presented. Indeed, the 
FAA adequately deals with tne fact that some degree of thin risk is always present 
for pilots of all ages, which is why there are almost always three persons in the 
cockpit qualified to fly the plant?. 

The f AA's current position is that it cannot relax the rule without sufficient data 
on the actual performance of pilot* agod 60 and older; it also believes that it cannot 
allow any such pilots to continue flying— and thus generate the needed data— with- 
out introducing an unacceptable safety risk. (See 49 Fed. Reg. 14692 (1984)). This 
FAA policy, however, stands in direct contradiction to the requirements of the 
ADEA. It is not the pilots' burden to prove that they, as a croup, are healthy 
enough to fly; it is the burden of the FAA and the airlines to snow that, first, the 
medical evidence justifies mandatory retirement of all pilots at age 60 and second, it 
unnecessary and impractical to assess tire fitness of each pilot over age 60 on an 
individual basis. Hie FAA and the airlines cannot, in light of the evidence, assert 
that individualized testing is impossible. 

AARP recognizes that, rs a federal agency's conclusion of fact, the FAA's rule 
may not be subject to the same stringent standard of Proof as a private employer's 
BFOQ. Nonetheless, the absence of any evidence of the type required by the Su- 
preme p ourt in Western Air Lines argues strongly that the FAA has abused its dis- 
cretion in maintaining the Age 60 Rule. 

HI. AN EQUITABLE AND PRACTICAL ALTERNATIVE TO THE AOI 60 RULE 

The legitimate safety concerns of the FAA and airlines, and the rights of older 
pilots to be free of age-based discrimination in employment, need not be at odds 
with each other. There exists a better and easily implemented procedure by which 
to satisfy all these concerns than the discriminatory Age 60 Rule: assess the fitness 
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of every pilot, including those over age of 60, on an individual basis. The mechanism 
for achieving this is already in place— the health of every single pilot, flight engi- 
neer and other employee, regardless of age, responsible for flight safety is already 
presently assessed on an individual basis 

AARP urges Congress to make clear to the FAA and all employers its intention 
that age discrimination in employment, regardless of whether it is practiced by a 
private employe! or a regulatory agency, be justified only in those circumstances 
where the evidence proves it is "reasonably necessary" to the conduct of the em- 
ployer's business and is the only mechanism by which such legitimate business in- 
terests can be served. Age-based limitation, such as the Age 60 Kule. are inexcusable 
in light of present medical technology. 

The Chairman. Thank you, Mr. Shaver. 

Captain, you made reference to the FAA. I would like to ask Mr. 
Broderick. who represents thv FAA, to testify at this point. 

Mr. Broderick, will you please take your seat next to General 
Yeager and give us your testimony. Then the committee will ask 
questions of all the witnesses. 

Will you please proceed, Mr. Broderick, in any manner you may 
desire. 

STATEMENT OF ANTHONY J. BRODERICK, ASSOCIATE ADMINIS- 
TRATOR FOR AVIATION STANDARDS, FEDERAL AVIATION AD- 
MINISTRATION, ACCOMPANIED BY FRANK AUSTIN, M.D., FED- 
ERAL AIR SURGEON, FEDERAL AVIATION ADMINISTRATION; 
AND JON JORDAN, M.D., DEPUTY FEDERAL AIR SURGEON, FED- 
ERAL AVIATION ADMINISTRATION 

Mr. Broderick. Mr. Chairman, thank you. 

Accompanying me today are Frank Austin, FAA's Federal Air 
Surgeon, and Jon Jordan, Deputy. We are pleased to appear before 
you to discuss what is commonly referred to as the age 60 rule. I 
welcome the opportunity to set out foi you our retionale behind the 
rule, and to discuss with you why it continues to be a needed safety 
rule. 

Briefly, the age 60 rule, contained in part 121 of the Federal 
Aviation Regulations, provides that an individual who has reached 
his 60th birthday may not serve as a pilot of an aircraft engaged in 
air carrier operations under part 121 of the Federal Aviation Regu- 
lations. The rule does not prohibit pilots from serving in other ca- 
pacities 'vith the airlines, though, such as flight instructors, check 
airmen, ;>r flight engineers. In fact, in 1984, we concluded that the 
age 60 rule should not be expanded to cover flight engineers, fol- 
lowing the issuance of a notice of proposed rulemaking that we 
published for comment in response to a petition for rulemaking 
from United Airlines. 

The age 60 rule was adopted on December 1, 1959, and made ef- 
fective on March 15, 1960. It is an aviation safety rule promulgated 
in accordance with the Federal Aviation Administration's statutory 
mandate to promote aviation safety, and in recognition of the stat- 
utory duty of air carriers to provide the highest level of safety. 

The rule was jontroversial among some groups then, and it re- 
mains so to this day. Because of the very nature of the rule, it has 
been subjected to frequent scrutiny throughout its history. As far 
back as 1960, the basic rule itself was challenged in litigation. It 
has been the subject of numberous suits since that time, many of 
which have focused on the agency's policy of not granting exemp- 
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tions. In each instance the agency has been upheld. The Congress 
itself carefully examined the basis for the rule in 1979 and, because 
of its concern that safety could be compromised by amending the 
rule, left the rule unchanged, calling instead for a study to be con- 
ducted by the NIA to determine whether there was a continued 
need for the rule. 

The National Institute on Aging, pursuant to its extensive analy- 
sis, found no feasible safety alternatives to the rule. The Panel, 
which conducted the review, while indicating that it did not attach 
a medical significance to age 60 as a mandatory retirement age for 
pilots, nevertheless found that age-related changes in health and 
performance influence adverse — and performance influence ad- 
versely the ability of increasing numbers of individuals to perform 
as pilots with the highest level of safety and, consequently, endan- 
ger the safety of the aviation system as a whole. Moreover, the 
Panel could not identify the existence of a medical or performance 
appraisal system that can single out those pilots who would pose 
the greatest hazard because of early, or impending, deterioration in 
health or performance. 

In the 2V2 decades that the age 60 rule has been in effect, the 
FAA, as confirmed by the analysis done by the National Institute 
on Aging, has not yet been able to find an alternative approach to 
the rule that we are confident will protect the American traveling 
public. It is important to recognize in this regard that the safety 
reasons for the rule are several fold: First, there is a deterioration 
of many functions with age; Second, ageing is accompanied by an 
increased frequency of sudden or insidious incapacitation or death 
from various disease processes; And, third, despite scientific ad- 
vances that have occurred, there is still no way to predic\ with re- 
liable accuracy, the presence or onset of a number of medical prob- 
lems in an individual aging pilot or to detect and measure all of 
the possible declining physical and mental functions. In this re- 
spect, there are a number of factors that are not yet susceptible to 
precise measurement as to their effect, but which require consider- 
ation in connection with safety in flight, that result simply from 
aging alone and are, with some variations, applicable to all individ- 
uals. These relate to the loss of ability to provide highly skilled— to 
perform highly skilled tasks rapidly; to resist fatigue; to maintain 
physical stamina; to perform effectively in a complex and stressful 
environment; and to rapidly apply experience, judgment, and rea- 
soning in new, changing, and emergency situations. 

Those were the kinds of concerns which led to the rule, and they 
remain concerns today, despite advances in science and despite the 
frequency or types of medical examination which may be conduct- 
ed. Clearly, there has been no change in the age-related nature of 
these declining skills since the rule was promulgated. 

Given these factors, the effects of the aging process on pilots 
could not be ignored from a safety perspective. Therefore, the age 
60 rule was established as a reasonable response to these threats to 
safety. I would note that, while we do not have direct information 
on the performance of pilots in part 121 air carrier operations past 
the age of 60, an analysis of general aviation accident data does 
seem to bear out the safety rationale of the age 60 rule. That anal- 
ysis, contained in an FAA report entitled "The Influence of Recent 
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Flight Time, Total Flight Time and Age on Pilot Accident Rates," 
written in June 1983, demonstrates that pilot accident rates in- 
crease with older pilots. 

Significantly, this was generally the case, even for pilots with 
high total or recent experience which would most closely approxi- 
mate the character of airline pilots. While I would hesitate to draw 
any direct correlations between this assessment of pilots generally 
and pilots covered by the Age 60 Rule, the data, while not conclu- 
sive, does clearly argue for caution in dealing with the Age 60 
Rule. 

While we continue to monitor scientific and medical advance- 
ments with a view toward both improving our overall medical eval- 
uations of airline pilots and toward modifying the Age 60 Rule 
when that proves feasible, it is the FAA's veiw that current knowl- 
edge still does not permit us to identify those pilots who can safely 
perform operations under part 121 past age 60. 

You may be assured that we are sensitive to the nature of the 
rule as it applies to older Americans, and that we will take action 
to make appropriate changes to the rule whenever we determine 
that such changes can be made consistent with the needs of avia- 
tion safety. We have stated repeatedly that, when practical evalua- 
tion procedures allow us to identify those individual pilots who will 
not be an unacceptable risk to aviation safety beyond age 60 the 
Age 60 Rule will be amended. Until that time, however, the Age 60 
Rule must remain in effect as a necessary measure to protect the 
safety of the American traveling public. 
Mr. Chairman, that concludes my statement. 
The Chairman. Thank you, Mr. Eroderick. Since you are the last 
to have completed your statement, I would like to start the ques- 
tioning with you. 

May I say that I am somewhat confused, not knowing anything 
about medicine or physical examinations or anything of the kind. I 
would like to ask you some questions with regard to a statement 
you made where you say that you found no feasible safety alterna- 
tive to the rule, P-.d you went on to say that you found no medical 
advancement tnat would justify hiring a pilot after age 60. The 
question is, who determined that age 60 was a cutoff age? Was it 
done because of studies that were made medically? Or did someone 
just decide somewhere down the line that age 60 was enough? 

In other words, I am asking you what is the reason for age 60? 
You see, I am past 60, so I am interested. 

M^Broderick. Mr ' Chairman > briefly stated, I think that the 
FAA back in the late 1950*8 reviewed all of the medical and scien- 
tific data, as well as all the accident data, and the forecast changes 
in the aviation system that would be occurring in the next decade 
or so. In reviewing that data it became quite clear that people's 
performance deteriorates, as a general statement, with age; that 
there needed to be, for safety reasons, some consideration given to 
that. 

The Administrator, in a public rulemaking process, reached the 
conclusion that while, admittedly, age 60 is an arbitrary age, if one 
is to take into consideration these deteriorations in performance 
£h«3e deteriorations in health, and the potential threats that they 
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Erovided to aviation safety, some line had to be drawn. And in his 
est judgment at that time, the line was drawn at the age of 60. 
The Chairman. But what I cannot understand is why it is possi- 
ble for someone who is an alcoholic, for example, or who has had a 
coronary bypass, or has lost his hearing, but particularly a coro- 
nary bypass, to still pilot an airplane. And the FAA is able to de- 
termine that it is perfectly safe to allow a person to fly who may be 
both an alcoholic and have had a coronary bypass. 

Is it true that there are pilots today tnat are alcoholics? You 
know, you cannot be a former alcoholic. Are there pilots who are 
alcoholics and have also had coronary bypasses? 

Mr. Broderick. Mr. Chairman, at any opportunity to erase a 
generalization which can be replaced with some specific rationale, 

we do so. We know, understand quite well the progress 

The Chairman. Well, I am asking if you have pilots 

Mr. Broderick. Yes, it is true, sir. 

The Chairman. All right. So it is true then. We have quite a sit- 
uation here. 

We have testimony from Dr. Williams, Dr. Koonce, and Dr. Fox. 
Dr. Williams, for example, told the committee that we can now 
conduct tests which will identify medical conditions which affect 
functioning and which would have gone unrecognized in the past. 
Are you aware of any of the new medical advancements that have 
been described by Dr. Williams? 

Mr. Broderick. 1 am sorry, I do not quite understand the ques- 
tion. In terms of alcoholism, sir, or cardiac? 

The Chairman. Certainly, both. 

Mr. Broderick. Well, there are many new techniques for cardiac 
evaluation. 

The Chairman. I am not asking that. I am asking whether or not 
the statement made by Dr. Williams is a correct statement. He said 
that we can now conduct tests which will identif *nedical condi- 
tions which affect functioning, and that thes. conditions would 
have gone unrecognized in the past. I am assuming that this is 
something new, that doctors can now recognize or identify the med- 
ical conditions which affect functioning. 

I am asking you, Mr. Broderick, is the FAA aware of the 
progress that has been made by medicine? 

Mr. Broderick. I am sure Dr. Williams is right. And the Federal 
Air Surgeon and his staff is continuously monitoring those ad- 
vances every day. That is part of their job. 

The Chairman. All right. If that is part of their job, are they ap- 
plying that today? Are they using those new medical techniques to 
make determinations about functional ability? 

Mr. Broderick. As is evidence in the granting of exemptions to 
people with cardiac problems, with alcohol problems and with 
vision problems, with a number of problems, when we identify a 
means to deal with a problem, we understand the progression of 
the disease, the possible threat that it might pose, and can assure 
ourselves— and this is the key point— that we can provide an equiv- 
alent level of safety with that person in the cockpit to one who 
would not have that disease, we would have no hesitation in certi- 
fying that person and putting that person in the cockpit. 

Mr. Rinaldo. Mr. Chairman. 
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The Chairman. Yes? 

Mr. Rinaldo. If you would yield for a moment. I notice from the 
ramecard there that Dr. Frank Austin is present. He is the Feder- 
al Air Surgeon, as I understand it. And I think if Dr. Austin wants 
to respond to any of these questions of a medical nature, that he 
should be permitted to do so. 

The Chairman. Yes, I understand. Dr. Frank Austin is also here 
to answer questions. It is my intention to ask questions of Dr 
Frank Austin. 

To follow up, perhaps these are questions that Dr. Austin should 
answer. 

Dr. Austin, first of all, let us establish, are there new methods 
that can identify medical conditions which affect functioning? 

Dr. AU3TIN. As Mr. Broderick said, of course, there are. And we 
are aware of them. And this is, this is exactly, what he has said is 
what we have done in certifying these people. 

The Chairman. You see, what worries me, Dr. Austin, is, if I had 
my choice, and they told me, you are going to go around the world 
in an airplane with General Yeager or Captain Shaver or this 
other pilot who is only 40 years old, but he is an alcoholic 

Mr. Broderick. Former alcoholic. 

The Chairman. You are never a former alcoholic. 

An alcoholic, I would give you one guess as to whom I would 
chose. 

Dr. Austin. Well, perhaps. However, a recovering alcoholic is 
certainly in the numbers we have in the community, is rather, 
rather substantial now after the number of years we have been 
doing it. 

The Chairman. Well, don't you agree that there is no such thing 
as a recovered alcoholic? 
Dr. Austin. Oh, that is true. 
The Chairman. All right. 

Dr. Austin. "Recovering" is the word we use, sir, in the business. 

And the thing is, what we did with that system is remove from 
the closet alcoholism. Before that it was tolerated. If anybody re- 
ported a person drinking beyond— not following the rules, and so 
forth, or a chronic alcoholic was identified, very often it was swept 
under the carpet. We put the program out, and now those people 
are identified, the ones that cannot rehabilitate and never drink 
again. A;id recovering means that they never drink again. So that 
recovering akohohc is merely a discriminatory label you applied to 
him. 

If they never drink again then they are not at a greater risk, we 
do not think they are, and we have proved it, than the other 
people. 

The Chairman. Dr. Austin, I am a former social worker 

Dr. Austin. Yes, sir. 

The Chairman. So I have been around. 

Dr. Austin. Well. 

The Chairman. What you have said is not a 100 percent true 
statement. 

Dr. Austin. What, that vou have been around? What part of the 
statement, sir, is not right? 
The Chairman. Sir? 
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Dr. Austin. What part of the statement was not correct? 

The Chairman. That a person who is a confirmed alcoholic 

Dr. Austin. Diagnosed alcoholic. 

The Chairman [continuing]. Recovering or diagnosed, will, 100 
percent of the time, be able to stop drinking. A large percentage of 
recovering alcoholics fall by the wayside unless they join certain 
organizations that keep after them, and they keep involved in the 
movement. Those who stay involved are the people who succeed. 

Dr. Austin. Yes, sir. 

The Chairman. Those that do not go into those organizations 
and do not stay in a program do not succeed. 

Dr. Austin. That's the way all of our alcoholics are, sir. They are 
in those programs monitored like you— I do not know whether you 
did it when you were in the social work, hut we have a tighter pro- 
gram than even, than anybody our size in the world, to be sure 
those recovering alcoholics are safe. 

I might point out that alcoholism is not a— we do not discrimi- 
nate vrth age on that. If a person is any age, if they show us that 
they can have a good recovery program we will certify them no 
matter what their age is. 

The Chairman. All right. Then maybe you can answer this ques- 
tion, doctor. Why age 60? Why not 62 or why not 59 or 58? 

Dr. Austin. Well, it was originally thought that 55 would be a 
good age. And some people still think that is. As a matter of fact, 
many of the airlines even today, some of the foreign ones, will not 
let people transition to advanced aircraft beyond the age 55. 

The Chairman, Well, those who thought that 55 was the right 
age were probably in their 30's; is it not so? 

Dr. Austin. No. They were probably 70's or so. They were the 
board directors, I suppose. 

The Chairman. Because everyone is looking 

Dr. Austin. No, that was, that was the issue. 

The Chairman. Everyone is looking, though, to take somebody 
else's job. Like they ask 

Dr. Austin. Yes. 

The Chairman [continuing]. In our respective districts, "When 
are you going to retire?" You just barely took the job and they 
want you to retire already. 

I am sure that is also true of pilots. Those who are starting 
would like to take that job. If you retire at 55 that makes that posi- 
tion open for them even sooner. 

What I am looking for is the justification for age 60. 

Dr. Austin. As Mr. Broderick 

The Chairman. I have not been able to find it yet. 

Dr. Austin. As Mr. Broderick said, it was a summation of an ex- 
tensive study and they came up with an arbitrary age. It could 
have well been 55. It could have well been 65 if they had so been 
inclined. At the time 60 was chosen, and we have found no medical 
reasons, as has been amply stated, to change that. 

The Chairman. All right. We have established then that age 60 
is an arbitrary age? 

Dr. Austin. Absolutely, sir. We have told you that. 

The Chairman. And there is absolutely no medical reason for— 

Dr. Austin. No. No, I won't say that. 
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tuSfeSS^ [continuing]. Establishing that, age 60 as the re- 

Dr. Austin. Well, there was a lot of medical input to the whole 
thing. But it was age 60. 

rJS 1 * FSyT*- Wel1 ' ton,t the health of the pilot the most im- 
portant tnmg: 

thfn health 1 *" ^ WeH ' hiS SkU1 * * Httle bit m0re im P° rtant 
The Chairman. Well, of course. 
Dr. Austin. A sick pilot could fly a 747. 

skSful 0 "* 1 ""* 1 * 05 C&UrSe ' He C0Uld n0t 06 a pilot if ne was not 

«,2f r^ U T N u 1 don t o kn0Wl 1 have 8660 some pretty unskillful 
ones. Chuck, have you? ' 

The Chairman. Nc, I 

Dr. Austin. I am not being facetious, sir. The 

The Chairman. Are you trying to tell me 

Dr. Austin [continuing]. Health is very important. And of course, 
we do know that medical factors and physical incapacitation due to 
SKfSS, 18 V 0Vf l a ve 7 rare instance cause of accidents. 

^ a S1 ^n ifican t one that we have to deal with. 

rhe Chairman. All right. In review before I ask Mr. Rinaldo to 
take his time, what we have established is that age 60 was just an 
arbitrary age that was picked and was not based on scientific evi- 
dence or chosen by a scientific method. Age P rt was established in 
an arbitrary manner. 

We established also that there are those who think it should be 
lower and some who think it should be higher. 

We also have established the fact that there is a new system, 
new ways of making a determination with regard to the capability 
of the individual to function effectively. Have we established that? 
Is there such a method? 

Dr. Austin. No, sir. I do not think so. 

Mr. Brodenck has a comment. 

The Chairman. Dr. Williams, didn't you tell the committee that 
we do have such a method? 

Dr. Williams. Yes, sir. I reported, and I believe borne out by the 
testimony of Dr Koonce and Dr. Fox, that in the last 2 years we 
have had considerable advances in our capabilities of measuring 
numerous organ functions and have shown, * the testimony indi- 
cates, that the functioning, absent disease, in virtually every 
system of the body is very well maintained into late years. 

bo I would say yes, sir, as my testimony indicates, there are ad- 
vances in the capability. 

The Chairman. Dr. Koonce, do you agree? 

Mr. Koonce. Yes, sir. I do agree with Dr. Williams' statement. 

The Chairman. Dr. Fox. 

Dr. Fox. Most certainly in the area in which I am competent, 
cardiovascular disease. Yes, sir. 
The Chairman. Dr. Austin, however, does not seem to agree. 

• i rmL u8nN ui ' no ' sir - 1 agree entirely with what they have 
said. The problem we face is that the heart does not fly the air- 
p ane, the brain does not fly it, the kidney does not fly the air- 
plane. It is a very complex body, a human being, that flies the air- 
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plane, made up of these talented gentlemen. And although we can 
identify individuals that have, a group of individuals that have a 
risk, which you have even reduced in your declining— by doing 
more and more tests reduce it to even 1 percent, that is still a risk 
analysis against a group of individuals. 

And toidentify precisely that one individual that you can say, 
next week, fellow, you are going to do it, is going to be difficult. 

We feel like that we would like to have a little more than that. 
And as Mr. Broderick noted, we are still looking, and it might 
come someday. 

The Chairman. Mr. Rinaldo. 

Mr. Rinaldo. Thank you very much, Mr. Chairman. 

Mr. Chairman, I understand a couple of minutes before I arrived 
here, you decided not to allow opening statements. Just to lav the 
foundation for a couple of questions I want to ask, I would like to 
make a couple comments at the outset. 

I want to begin by stressing that I am a strong opponent of age 
discrimination and that, as you know, Mr. Chairman, you, Con- 
gressman Pepper and I have introduced legislation to amend the 
Age Discrimination in Employment Act to prohibit mandatory re- 
tirement at any age for virtually all occupations. 

I think to put this hearing in focus, however, we have to recog- 
nize that the key question today that we face is not simply whether 
or not anyone opposes age discrimination. We, I think, as Members 
of Congress, owe a legal and moral obligation to the flying public to 
be absolu'oiy certain of the safety of eliminating the Age 60 Rule 
before we tamper with a regulation which has given us such a high 

de ^gr^has required the FAA to ensure that all airline compa- 
nies, and I am going to quote, "perform their services with the 
highest possible degree of safety in the public interest. Those 
words are quoted directly from the law, as you recognize, Mr. 
Chairman. And I think all of us ought to bear them in mind as we 
reflect on this very, very difficult issue. 

I am not locked into any one position. But let me give you some 
of the things that have intrigued me so far this mor ong. 

Dr. Williams quoted a study of the pilot retirement age done by the 
National Institute on Aging in 1981, that found, in effect, Doctor, 
as you said, no convincing medical evidence to support age 60 or 
any other specific age for mandatory retirement. Is that correct? 

jjr IVil liams * Yes sir. 

Mr. Rinaldo. Now, that is a point that those against the rule use 
in their arguments. MA ^ . . . 

On the other hand, if yea read the NIA study m its entirety, you 
will find out that they specifically recommended that the present 
age limit for pilots and first officers be retained. Let me quote that 
part of the study which heretofore was not quoted at this hearing. 

It says: 

Aircraft accidents attributed to acute or subtle incapacitation from <^niert asso- 
ciated with aging have occurred in the United States and elsewhere. The available 
arfuarial and epidemiological data sumest that the probability of such accidents 
will increase if the age limit is increased. 

Do you recognize that statement from the report, Dr. Williams? 

Dr. Williams. That is direct from the report, yes, sir. 
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no ™£ ™1 $ y ° U - ThC MA 8tud y further concluded that 
no medical or performance appraisal system now exists which 
could serve as a safe substitute for the Age 60 Rule 

And, you know, I listened to a number of physicians here this 
morning, doctors testify that there is a new system. Yet, 5, preT 
ration for this hearing I have read numerous reporte by d 3^ 
who would say right off the bat that there is no new s^tem. 

I want to quote, for example, from a letter from a hirfilv resDect- 
ed physician, Dr. Earl Carter, an M.D. and a P™D.,TprofeSoTof 

[The letter referred to by Representative Rinaldo follows:] 

H. Gradv Gatun, M.D., ** * 1979 

Director-Operations, Air Transport Association of America, Washington, DC 

9 RADV: team with regrets at my inability to attend the hearings set for 
next week U-cauae of a firm commitment that I cannot change I shouldlik? ^i™ 
fTw K thB ^^iwmnwt. concerning your^uJSn to m?2 

^^«S^ t 2t of *" prepared b ™£ 

I shall simply go through this document and comment on various area* to whiVfe 

Lel H.^ ^ lon 8 J rec °8 ni 2ed that the calendar alone is omyTsingle 
th i e agl n g ^. roce68 Md not necessarily correlated with function or so-calfed 
functional age . Everyone recognizes there are individuals aw W who^Tfar 
older than individuals age 65 in terms of ability to operate anTren^ We are not 

ouf truT^^arfn"^^ 51 " * S*** tl-t^KtoKffJ ftTobS 
ous truth. We are not questioning the obvious. 1 

i J£Lwi.°^E raiBin f 8u .P re me question as to how we go about detecting those 

bl air sSety K ^rt^V^^^ g °" e be y°"" the 

■ jj~4 r - y f ■ ^efyone knows that the current age 60 retirement rule will 

ttaS^iT? te - a ? an p ! rt >f«y competent to continue Tnyi^f^t u£ same 

time it also ehminates individuals who are indeed ready for retirement Acain^P 

big issue is whether or not we have the technical me^odolo^ to S .nSfteau' 

ndividuals on a functional basis rather than on the STthe catefdaTliam 

Arbitrary ZLnlf Z?^™ thiB T tiflC «»P-«» and ttufKfreitatt. 
proScE? selecting an age of retirement for lack of a more "scientific ap? 

Stan himself in his cvn publication in 1973 staunchly defended the aim 60 nrtW 
ment rule. And, reading his article carefully will reveal thai "he bMed^™S^ 
not on y on the cardiovascular factors involved but Z> n facto^lXTto tiZ, 

Accoil- ^n 0Wn 1 5 3 P ub ''«» ti0 " supporting a^60 retirement ^ 
Accordingly, Stan must now base his current position on data fathered suh». 

to J : x p. M ntsTa^VfS5on there " "° ^ ^ basisSf on^ul^ 

men u ^JjyT 8tat6d before ' * a P Uot "m^S/ffifftow 
would indeed have an entirely different problem and certatalv wuldTSve a m.,^ 

wk 39; 
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vascular fitness alone hardly constitutes the total requirement matrix for the safe 
operation of an aircraft. t _ 

With these general statements in mind I should like to make a few specific com- 
ments with respect.to page 57 of the Mohler statement. 

In the second paragraph he rtates that each pilot has a "longitudinal record of 
flight performance which is available". I doubt that anyone could ever show a corre- 
lation between aircraft accidents and the "performance record" of a pilot. It has 
been my experience over the years that invariably when a given an-lme company 
makes a statement following an accident it always seems to be one of our best 
pilots". And, with respect to flight testing as measures of continued competence this 
presumes that those functions accomplished during the flight test procedure are 
highly correlated to the ability of the pilot to react in an emergency particularlv 
when it is almost inevitable he is to encounter a situation unique and not within his 
previous experience. I think it is quite clear that a perusal over the last several 
dozen of U.S. airline accidents that each were quite unique requiring prompt and 
"original" action on the part of the pilot. I question whether the routineproficien- 
cy testing" is necessarily a guaranteed assurance that the pilot can perform well 
under unrehearsed and uniquely new situations. Any of us airline medical directors 
can tell you examples of pilots flying today who continue to amaze us at being able 
to maintain their proficiency ratings. While the proficiency check is obviously cru- 
cial I question whether or not it is a perfect enough instrument to protect us from a 
lack of originality in the prompt and correct solution of totally new problems. This 
latter ability is definitely affected by the aging process and ultimately experience no 
longer over-rides the deleterious effects of aging on our ability to process totally new 
data to solve a totally new problem. 

In the third paragraph of page 57 Stan points out that the age 60 retirement rule 
is "arbitrary". To be sure it was based upon the best knowledge available at the 
time. And, if one goes over the original data gathered for this purpose one will 
quickly see that the study group could have set the retirement age at 55 as easily as 
age 60 on the basis of the data available then! The original study group has never 
denied the prominent role played by "best clinical judgement" in arriving at the 
retirement age of 60. But, it was really set on the generous side if one simply pe- 
ruses the data with respect to cardiovascular and cerebrovascular disease in the 
U.S. population as a function of age. 

Stan points out that there are at least 50 individuals over age 70 carrying a Class 
I Airman's Medical Certificate. Again, is this alone an adequate criterion for operat- 
ing as an airline pilot. I am sure that we could find individuals age 80 right now 
who could pass a Class I Airman's examination. But, how many would wish to nave 
them operate as an airline captain! 

In the fourth paragraph on page 57 Stan points out inadequacy of requirements 
for the FAA examination. For example, he correctly points out that certain blood 
testing is not done, chest x-rays are not done, smoking history and obesity are not 
considered and so forth. He is entirely correct and Stan should know that the only 
reason these factors have not been introduced long ago is because of the fierce pres- 
sure brought to bear against the FAA both by ALPA and AOPA. I myself was in the 
midst of a fierce controversy when Pete Siegle tried to add the stress EOG as an 
examining procedure for the more elderly commercial pilots. The blame for the per- 
functory nature of the current flying examination must rest squarely on the pilot 
population and not on the FAA or those in aviation medicine. 

On page 58 Stan referred to our work here (Orford and Carter) in the fifth para- 
graph. Our work was not oriented toward the aring process per se but rather to the 
fact that the airline pilot appeared to behave like the nonliving population when 
corrected for age and it was seen that the pilots enjoyed morbidity and mortality 
very similar to their nonflying cohorts simply because the threats to health these 
days is lifestyle manifested in terms of smoking, obesity, high blood lipids and sed- 
entary existence. Our work actually showed that the professional airline pilot was 
not very different from his nonflying upper middle class counterpart. 

On page 59 in the third and fourth paragraphs Stan refers to research done on 
the aging process and criticized previously reported work (e.g. Spirduse and I Clifford) 
on the basis that it was inappropriate to compare the elderly group to the young 
group because the elderly group by the time they became older would have been 
afflicted with disease and possibly depression. Certainly this is true but the younger 
population certainly is not immune to such factors either. Accordingly, if one were 
to eliminate disease and depressed individuals from the older group one would have 
to do precisely the same selection with respect to the younger age group and remove 
the depressed and the ill from that group as well. And, I would be willing to bet 
that the young group so selected would still do better than the older group selected 



ERLC 




35 



fCnrt?ra iUr fa8ni ° n With r6SPeCt * the ^ Teimeien ^ted relatsd to ; .chomotor 
»«^ te JSP" "^tirtical problem applies to the comments on the same page related 

£J£!L &"l dVlat ° J r 8t ? dy 2 nd other relat ed work. It simply is Sot v28 to 
compare these "thousand aviators" to the general population without first nettimr a 

ofhor £ £2^ ° n "l 1 ^"* r r te ™ 8 of ^ etoic taSund l^f sS 
in 'S^l^ 11 ^ 81 ^h™ 0 ™ 1 To come at it ano&er way, if the ab- 

ators do fare better than the general population, proper analysis should Wenttfv 
some differential factors) to account for this. It is efways difficult™ rompwe pilots 
to nonpilots because of the tendency to eliminate persons who d^elo^Sase fom 
ic faSl^welf " ga,n 10 * Certai " ° f a PP ro ^te match in terms of dfm^S™ 

The comments on the top of page 60 represent "testimonials" which really are of 
no value in trying U, asce.tain a scientific issue. All of us can recountTemWkable 
cases of anything. All of us admit . at there are airline pilotsfiying^^ who 
would proUbly be competent to fly until age 80. But again, the big problem is that 
we have no reliable way new to pick thes? men out to ad^ceXTto reiterate 
measurement of card.ac function alon» is not the answer. I nave in my practice" 
nf a i 1 l a ,f at,ent K With 8 8plendid e-wiovascular system who is ovtrtly «„ffe Ese 
^-SK"^ cerebrovascular changes. Just two weeks ago I saw an airline rik^Jho 
S"* 1 ,"" 1 °" the treadmill but who no lon|er can read above tho s£th 
E*« r^L A „ nd 'i mlr ? T? ti0n that hi " "eurologicll examination is negativ^ft 
took a CT scan with contrast to demonstrate his early Alzheimer's disease 

Well, again I hope the above comments will be helpful to you aid I certainly 
"ftai fcrfjrf" *?, * Pe^nally during the wee£of July 1 I 6 Certamly 

^Please feel free to call me by telephone anytime except during the week of July 

With warmest personal regards. 
Sincerely, 

Eafl T. Carter, M.D., Ph.D. 

Mr. Rinaldo. So I Ihink that proves, wouldn't you say Dr Wil- 
liams, that there is still to this dny, a di/ersity of opinion in the 
medical community? 

Dr. Williams. I think you would have to accept that there is a 
?i Ve S?A y 0f °P mi0 . n - I would simply add that the careful study o' 
the NIA, commissioned first to the Institute of Medicine, and I was 
f m ® m ^ r of the Institute of Medicine original study, and then fol- 
lowed by the NIA panel, concluded that as a consensus of that 
careful study that there was no basis, medical basis, for an arbi- 
performance trary age fo/ det e™iniag competence of pilot 

Mr. Rinaldo. Yes, but they i determined, and that is the 
bottom line at this point, that a? r the time of this study that age 
60 should be retained. 

Dr. Williams. If I might just add, Mr. Rinaldo, they specifically 
reconmended that studies be undertaken to determine the effec- 
tiveness of substituting functional assessment for the age 60 rule 
Ihey d;u not stop with simply saying as of now leave the age 60 

Mr. Rinaldo. Yes. 

Dr. Williams. But they specifically requested or recommended 
a ; W £ move toward functional assessment as our basis 
Mr. Rinaldo. I agree with that. I agree with that co npletely 
You know, one of the problems is if the age 60 rule is repealed 
airline pilots will not be subject to retirement until age 70 accord- 
ing to the terms of the Age Discrimination in Employment Act. 
Now you know, based on everythirg I have heard this morning, 
wou dn t you say that, and I will ask General Yeager that question 
wouldn t you say that age 70 is just as arbitrary as age 60 
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General Yeager. If you just select it for that purpose, yes, sir. 
Mr. Rinaldo Would you say that age 80 is just as abritrator— 
arbitrary? 

General Yeager. To get around to the meat of the problem, Mr. 
Rinaldo, you have got an awful lot of pilots reaching ag* 60. And in 
my opinion, we have the capability of evaluating and eliminating 
those pilots that should be eliminated for safety purposes only. 

Mr. Rinaldo. All right. . . 

General Yeager. Let me finish the statement. And in my opinion 
there was a tremendous amount of money spent in training all of 
these air crews. And just to arbitrarily ground them at age 60 be- 
cause of that age in my opinion really does not make good economi- 
cal sense 

Mr. Rinaldo. All right. Then I would like to ask you one other 
question. You said we have the capability. Would you tell me what 
tests we should use? 

General Yeager. In my opinion, all pilots, airline pilots who 
reach age 60 should be evaluated by a board of doctors and, if nec- 
essary, evaluate them through the thallium test, muga test, and 
CAT scan test, if it is necessary, or if they have any indication of 
any failure of their physiological capability. And we, in the Air 
Force, when a pilot is picked up at a physical whh a discrepancy, is 
sent to the School of Aviation Medicine and evaluated, and either 
put back on flying status or permanently grounded. 

Now, to me it is a waste of money to arbitrarily ground a pilot 
because he is 60 years of age, because in my opinion we have the 
medical capability of evaluating pilots and picking out those who 
would be a safety risk. 

Mr. Rinaldo. I respect your opinion. On the other hand, there 
are very eminent physicians who agree that we do not have that 
capability. 

Let me ask you another question along that sane line of reason- 
ing. If we evaluate pilots at a£e 60, when do we evaluate them 
again, at what age, in your opinion? 

General Yeagek. Well, you evaluate— In my opinion you do not 
let them get away with anything because they reach, reach age 60. 
The point is we evaluate them in accordance with FAA regulations. 
And that is every 6 months they have to pass a class one physical. 

Mr. Rinaldo. Do we, suppose a pilot is 90, do we still keep evalu- 
ating him? 

General Yeager. As long as he demonstrates a capability to op- 
erate his equipment? 

Mr. Rinaldo. A hundred years old? You would have a 100-year- 
old man flying an airplane? 

General Yeager. Age means nothing, Mr. Rinaldo. 

Mr. Rinaldo. I want to ask Captain Shaver one question because 
it interested me. Twice in your testimony, Captain, you said you 
are testifying, and I am quoting you directly because I wrote it 
down, "on behalf of 20 million members of AARP." 

Now, quite frankly, I brought some of this material home last 
weekend. My father is 78 years old, and thank God in relatively 
good health, and he re* i some of it. And he is a member of AARP. 
And he dor not agree that the rule should be changed until such 
time as there is almost complete unanimity on the part of the med- 
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ical j community that there is a workable and accurate test that vir- 
STLt M 0 ™* 00 *** "] the medical community agree is a good 
^•S°r- ink the record should show that when yoG say that you 

stete^ft™ 8 ° n ° f miUi0n P"* 16 ' that fa 811 erroneous 

Let me ask you this. Was a poll taken of the members of AARP? 
AApi SHAVER. Mr Rinaldo, 1 do not know. I was asked by the 
AW to represent them and speak on their behalf by the staff 
by them wtn S^* 4 detail . word for word, and approved 

I would like to ask you, sir, with all respect, you speak for the 
constituency of your district, and do you represent thataJl of the 

sa^ P e bo^U U thmk tnCt f ° r what y ° U ^ 1 mean ' w e are in the 

Mr. Rinaldo As I said before, if we can safely abolish the age 60 
n.le, tine. I have not yet seen clear and convincing evidence that we 
can do so at this time. I take a poll of the voters in my district every 2 
years, and so fat tnoy have reelected me six times. But I will bet that 
it l took a poll and asked my const., -ents how many people would 
want to fly in an airplane with a T^y*. --old pilot, very/very few of 
them would want to take that risk. 

I have no further questions, Mr. Chairman. 

Mr. Shaver. Interesting discussion. 

The Chairman. The Chair recognizes Mr. Stallings. 

Mr. Stallings. No questions at this time, Mr. Chairman. 

The Chairman. Mr. Lightfoot? 

Mr. Lightfoot. Thank you, Mr. Chairman. 

a approach this with somewhat mixed emotions, as I share a bit 
ot background with some of the gentlemen at the table. I am a 

M S 8 ^? ^ a pdot And 1 had 611 opportunity at one time 
to fly the F-16 on a demonstration ride, and I have flown some of 
the sophisticated simulators that you talk about, particularly the 

rZLt.i/ ? Ve fJ at u er ^A" 74 y eare of a« e and still an active 
tarmer. He decided he would wear out instead of rust out. Al- 

automobu" 1 a™ n ot real happy riding with him in an 

And I guess one of the satisfactions of instructing people to fly is 
to walk on an airliner someday and recognize the name on the door 
as some young student that you saw hanging over a fence when he 
was 13 or 14 years of age. That happened to me once, and I consid- 
ered very seriously taking the bus. 

But I think what it boils down to is what the gentleman, Dr. 
Austin, was talking about with the FAA. That is, regardless of 
what the health status might be, the prime criteria on a pilot is 
judgment, which is something that is extremely difficult to test or 
evaluate. And you gentlemen are here because you have exercised 
good judgment; you probably had a few close calls and learned 
from them. That is why you are still here today. 

So I agree with Mr. Rinaldo's position on age (liscrimination. 
t hat is, why do we just pick an age and nobody is any good after 
that p^mt or prior to that point? 

This issue, I guess, will be settled before the committee that Mr. 
Boehlert and I serve on, which is the Aviation Subcommittee. Lis- 
tening to the conversation this morning, would it be a fair 
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ment to say that the disagreement really is over the evaluation 
standards that we use, going along with what the general men- 
tioned a moment ago, that is, Starting at an arbitrary age and let- 
ting each individual prove their worth at that point? Is this basical- 
ly, when we get underneath all the rhetoric, where the real dis- 
agreement lies? 

Mr. Broderick. I think so, sir. It is a auestion of what to meas- 
ure, how to measure it reliably, so that the result, which is essen- 
tially 99.999 percent of all our flights every day end without inci- 
dent, so that that result is not disturbed. 

Mr. Lightfoot. So in the end— to serve the flying public, the 
pilots, all of us that are involved— from the FAA perspective, what 
would these gentlemen have to bring to you as an argument that 
they do have the proper evaluation to do that type of thing now? A 
combination of what the general has mentioned with the Air 
Force? With what these gentlemen have done? Where should we 
go? What should we be looking at in a positive way to arrive at a 
solution to this issue? 

Mr. Broderick. I think Dr. Austin could probably outline for you 
a couple of the areas that generally cover human factors as a 
whole. It is not one thing. It is not merely heart cr kidney or lung. 
It is everything all put together. And more importantly, it is know- 
ing what to measure to indicate that pilots will perform safely and 
predict when they will not perform safely, and be able to segregate 
those two groups. 

Mr. Rinaldo. Will the gentleman yield for a unanimous-consent 
request? 

Mr. Lightfoot. Certainly. 

Mr. Rinaldo. Mr. Chairman, this hearing is becoming increasing- 
ly more interesting as it goes on. And I want to compliment the 
gentleman for the question he just asked because I think he really 
got to the real core of the problem. 

And I would request unanimous consent at this time that the 
record remain open for 30 days so that the doctors who are testify- 
ing here will have an opportunity to submit on the record the exact 
test that they feel is capable of properly measuring a person's abili- 
ty to perform as an airline pilot so that we can have * on the 
record and the committee will be able tc avail themselves of that 
information. 

At the present time I do not think in any of the testimony we 
were given the exact test that you all agree on is the test that 
should be used. 

The Chairman. All right. Without objection it will be the order. 

May I remind the gentleman that a hearing we held almost a 
year ago, was concluded, and it was decided that both the FAA and 
the pilots' organizations meet to discuss the proper examination to 
measure performance. After they had met and discussed it and 
agreed on some measure, they would srbmit it to tfc s committee. I 
just asked whether or not that meeting ever took place? The 
answer is no, the meeting never took place. 

We recognized some time ago that this should be done. Now we 
are back at the same point. 

Mr. Rinaldo. We are back at a little different point, Mr. Chair- 
gpnn. 
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The Chairman. No, we are not 

thfnk Thi f t i me we Mkin g * e d °ctora to do it. I 

think it is different to have the doctors and the Airline Pilote As- 
sociation, for example, meeting to work out a plan. Herf we want 
the doctors to come up and give us the plan that Vou think 2£? 
rately and reliably measures future performance based onTe med 
ical characteristics of the individual being tested. 

™e C " AI * MA N Well that is exactly what was asked before We 
wanted the doctors on both sides to meet and make the recommen 
dations to the committee. I hope that will take place L7i S 
Austin It has not happened. I hope that it does 80metune . 

fteJSTlwIA 1 hatC to Cla8fl V" ied *» a doctor on one "We or 
«S,£SnL a °? can unanimously work together with all the 
community. And we certainly try. 

1Q L rec *f 1 ~ and 1 w 88 ,™* around since I just came aboard October 
1984-there was an NPRM put out in response to tnisbush?£ 
and it suggested some ways that this couldbe done for oublfcS 
sponse and so forth, and it was turned down. So we h^^done £ 
have done some things. We have gone out with a puWic rSemak 
ing process and done some things. P ""emak- 

ffii i * Ca %" , iiF n are A te of thin ? in the ^cal community 
ia l ^ ai S )t u e o thln ? , . and Dr - Carter s name came up. Dr Carter 
is on the Risk Committee of the-besides being an aerospaxe^S 
fFiFS^i&A" H al f? a cardiologist-he is on the ffiS 
tee of the AMA contract that the FAA has gone out for to evaluate 
the standards for a,rline-for pilots, not airline pilote, everybody 

° Ut in ^mary P l986. It Sffit 

And that is going to be a rather extensive treatise on the state- 
to he ;e?nT d l, the ^ dard8 - M f ny 0f the ***** whi ch we n re refeSed 
to here and the need for us to do these, we have never been able to 
convince a pilot who b qualified according to our flkht Jhwfca? 
when we see that he is smoking or has a high cholesterol of does 
fhe aild *\ tho ^other good risk factors thS Dr Fox fSS 

bert^S iS « ab ° Ut * !5 ^ aVC not , convin ced him that it is in his 
aSm^rwS rl VTu"" 1 to . g0 811,2 * et ° ne of the blood tests or 
X r ? fl ^r ,if n f hat M ^ ]i™e8 we get the tests if there is some 
other factor that we can find him disqualified for 

bo we have been using those tests very extensively to qualify the 
people that we have. And we qualify those regardless of aie 

If a person comes in, passes a flight physical, and then if thev 
^i^T^*"*'? *° through all the thSm s^ans S 
hPv in d3 ? B K? pe ^ 8tS 811(1 fmd them I" 8116 * 1 and I feel that 
J5SrfE?^ m i!r a * n 1! ? paCt on we wiU certify them with 

any class of certificate .hey want, no matter what the age. And mv- 
eral of the people, many of the people here carry theif first clam 
second-class and third-class certificates beyond the a^e of 60 ' 

The Chairman. Mr. Lightfoot. 

haw certified* ^ Jffi*"* individual 1,601,16 that we 
nave certilied. That does not change in any way the feeline for air 

earners of course^ which is a different rule entirely. And Pf rannot 
waive that rule. That is not a medical rule cannoi 
The Chairman. Mr. Lightfoot, do you have any other questions? 

O 
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Mr. Lightfoot. No, Mr. Chairman. I think that pretty well an- 
swers it. What we all want to do in the end is to achieve maximum 
safety for the flying public and let pilots perform for as long as 
they can. 

As Captain Shaver, I think, alluded to, there tends to be a little 
bit of a love affair between the men and the machines— the only 
one my wife will allow in o>ir household. And ' errible thing 
to have good talent be w&.~<xl down the road. think that is 

what we need to work toward to ensure it does nappen. 

And I appreciate the questions this morning. Thank you. 

The Chairman. Thank you. 

Mr. Tauke? 

Mr. Tauke. Thank you, Mr. Chairman. 

Dr. Austin, what kind of tests do you perform in order to recer- 
tify a pilot who is recovering from a major illness? 

Dr. Austin. We depend upon the specialists to decide clinically 
what they need, plus, we lay on some minimums for ourselves. If a 
person has had a heart attack, myocardial infarction, we know 
they have arteriosclerotic heart disease most likely, and we ask 
them to, after they have recovered, we look at all their hospital 
records to see the extent of it, have them, like they do down at 
Brooks and at Pensacola, have all the specialists, if it is indicated, 
the opthalmologist, the cardiologist, the neurologist, anybody that 
there may be a system involved, give us an opinion. And we do 
these exotic tests in every increasing complexity, as indicated by 
them being positive or negative, that was discussed earlier. 

Mr. Tauke. Well, is there a greater risk that an individual who 
has had a heart attack will have another heart attack? 

Dr. Austin. Strangely enough, among our pilot population, and I 
think it would be borne out in the private population, once a 
person has a heart attack it is God's way of telling you to slow 
down. And they change their lifestyle. Particularly the pilots if 
they have them, most of them, of course, will occur 40, 45, 50, 55, 
they do not have them again. If they do, they have not changed 
their lifestyle enough. 

And, of course, the thing that has come about lately, is surgical 
correction, invasive percutaneous angioplasty and bypass surgery. 

One of the interesting things that has happened in that arena, 
and this is certainly an advancement that we have statistically 
proved in the last few years— or it has been statistically proven, we 
have not, of course— is that people who have therapy reduce their 
risk of sudden death, as one criteria, by 75 percent in some catego- 
ries because they, because they have the proper therapy, and also 
probably because they change their lifestyle: quit smoking, exer- 
cise, lower their cholesterol and control their blood sugar. 

Mr. Tauke. I guess it would seem to me— and maybe tell me 
where my logic is wrong— if an individual has a major illness it 
probably, and they then come back as pilots, there probably is 
some danger that that group, the group that has had a nugor ill- 
ness, would not perform as well as those individuals who have not 
had a major illness. You conduct tests, obviously, to determine that 
some members of that group who have had nugor illnesses are ca- 
pable of performing. iVnd yet when it comes to the over 60 popula- 
tion, it appears as if you are not willing to make those same kinds 
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of j ud fments that there you have a group, too, where the risk is 
undoubtedly higher than for the under-50 group. 

- Dr - ^. Uff ". N - No, sir. As I pointed out, from the purely standpoint 
of certification for class one, two and three under our present regu- 
lation, and that does not mean it might not change, that we, we do 
the tests regardless of age and we give them the ticket if we feel 
that they are safe. The issue is 

Mr. Tauke. But it is not regardless of age because you do not do 
it for people over 60. 

Dr. Austin. Oh, yes, sir. We, we give a first-class ticket to the 
man who is qualified over 60. 
Mr. Tauke. Oh, pardon me. 

Dr. Austin Seventy 88. But there is still, in another arena, if 
you will, apart from all that, that is why it is a little bit out of con- 
text to start talking about how we certify all these folks that are 
basically under 60, the pilots that we return to the cockpit. And I 
think all the people involved are happy we are doing that, and feel 
that it is safe. And we heard that comment. It is a little out of con- 
text, the concern of the FAA goes beyond the medical issue. It is a 
safety issue and reliance and a total reliance on safety. And that 
would be Mr. Brodenck's point. 

Mr. Tauke. Well, I understand that. But it is still the same 
safety question for the 55-year-old pilot who has had a heart 
attack. And I guess there you have a group of individuals who per- 
haps have a potentially higher incidence of danger and but yet you 

™£ °i that some of them can go back into the cockpit. 

What 1 do not understand is why can't those same tests we used 
to determine whether an individual who is 62 can be in the cock- 
pit? 

Mr Broderick. Sir, because the cardiology situation is only one 
small part of overall flight performance. And I think the answer to 
the question m layman's terms, which are the only terms I can 
give you, is as follows: we understand a lot more about very specific 
diseases in certain areas. There are some diseases and some inci- 
dences of incapacitation or illness for which we have no satisfac- 
tory explanation, cannot assure ourselves of the safety of that pilot, 
and the pilot will not get certified. So it is not in every case. 

If we understand the disease, if we understand the progression 
and we apply adequate testing to assure ourselves that that pilot 
over the next 6 months or 1 year has an equivalent level of safety 
performance to a pilot who is othe.wise healthy, then we will in 
fact certify that pilot and allow that pilot to fly. We understand 
what to measure, how to measure it, and it is a medically accepted 
way of doing things. 

The point is with regard to the other factors, the physiological, 
psychological factors, that are known to degrade after— with age 
at any age after age 40, we do not understand how to measure 
those. We do not even understand which are the most imp~-tant 
ones to measure. 

Mr. Tauke. Let me ask one additional thing in relationship to 
that. 

Dr. Austin, what do you— you indicate that you are always look- 
ing at new tests and trying to find ways to measure these things. 
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How do you keep track of the advancements in the medical com- 
munity? 

Dr. Austin. Like everybody else in the medical community, read 
the literature, and people write us letters, tell us about them fre- 
quently. 

Mr. Tauke. Do you have any kind of group you 

Dr. Austin. Well, the AMA group now we convened has been in 
process for a year now, very extensive in all the specialty areas. 

Mr. Tauke. And they are looking at this specific issue? 

Dr. Austin. At the standards. No, not at age 60. No. They are 
looking at our standards which — our medical standards for certifi- 
cation one, two and three. 

Mr. Tauke. OK. But what I am wanting, I gueu* the point that 
Mr. Lightfoot made that I think I concur with is that the question 
seems to be, do we have a test which can determine whether or not 
someone over age 60 is capable? And I am wondering how 

Dr. Austin. Capable of what? 

Mr. Tauke. These gentlemen have said— of flying a plane. 
Dr. Austin. Thank you. 

Mr. Tauke. These gentlemen have indicated that they think 
there are these kinds of tests. You say f ere are not those kinds of 
tests. I want to know what you do in oraer to make that determina- 
tion that you are right and they are wrong? 

Dr. Austin. Cannot prove the negative, Mr. Broderick says. And 
I agree with that. My opinion. 

Mr. Tauke. Is there anybody else besides you who makes the 
judgment as to 

Dr. Austin. There's one or two other people that have that opin- 
ion. And we have certainly a lot of people to consult with. 

The Aerospace Medical Association, the primary association for 
medicine knowledge and expertise, wrestled with this back in the 
old days. And they were split. Maybe not down the middle, but cer- 
tainly split. 

Mr. Tauke. One more question, if I may, Mr. Chairman. The 
American Airline Pilots' Association apparently is in favor of the 
age 60 rule. And nobody from the group would testify today. But, 
Captain Shaver, are you a member of the ALPA? 

Mr. Shaver. I was for 38 years, but since they have been using 
my dues money to fight the age-60 situation in court I ceased being 
a member. They do not really like me right now. 

Mr. Tauke. Do you knew, do you know on what basis the ALPA 
has made that — taken that position? Is it on the basis of a poll of 
members? Do the majority support it? Is it on the basis of some 
other principle? 

Mr. Shaver. Well, until the midsixties or early sixties, ALPA 
was very much against the age-60 rule. However, there are many 
more young members of ALrA than there are older ones. And 
when I first became a member of ALPA, captains had a full vote, 
first officers, copilots, had half a vote. And soon after I joined we 
voted to be very democratic and allow first officers or copilots to 
have a full vote. Later we ended up with a third man in the cockpit 
even younger who also has a full vote. So it is two against one. Trie 
two younger people in the cockpit want that old guy out of there so 
they can nave his job. That's the n'lts and bolt* of it. 
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ShJwr] f0ll ° Wing material was 8ub sequently received from Mr. 

To answer your question, Mr. Tauke, ALPA has not taken an official noil n t it. 
membership on the issue of the Age 60 Rule. According Tto ^mony or^enW to 
the Av.at.on Subcommittee on July 19, 1979, by Captain JobTj. O'l^S ALPA 
had opposed mandatory retirement based solely on age from 1936. Hetrid the Aaa£ 
aat.on had maintained and strenthened its policy 7f opposing such nZdatorTro^ 
tirement on a number of occasions. In November 1980, ALPA's Board of Krecto™ 

because there is no way to educate them (the pilots) and no matter who ^roS it 
w/2L! et «*? ne bwa ™ tUsa in * the polls." The pilots on thr^indivWuaSnes 
have taken straw-polls" on the matter. Two of the polls showed that 60 wrent tf 
Sro1ntTt n hp ng fa ^ t k ^P-8jhe Age 60 Rule.'Sid the other d.uw^y ^ 
percent of the respondents favored the rule. At this time, I personally feel there 
seem to be a swing back toward the Association's origi^oppJ^KAe^ule Z 
with any question, there will always be those who are oppoaed and th<£ infa™ 
but I do not behrve that ALPA speaks for every pilot ^this or any^hTr S 

Mr. Tauke. Are there more pilots than there are jobs? What is 
the, 1 guess, what is the employment situation? 

Mr. Shaver. Well, right now there is a shortage of pilots In fact 
my schedule is to fly from Chicago to Honolulu and back, normally.' 
But because United a so short of pilots in Los Angeles, 747 pilots 
they are calling people out on days off, trying to cancel vacations 
asking as to fly 90 hours a month. So now I go to Honolulu i Sd 
then I tly to Los Angeles to fly a trip that normally Los Angeles 

.i, Mr „i,T AU r K u Wel1, that ™ something, isn't it. Dr. Austin, have you 
thought of, have you compared the danger of having a tired pilot 
tly versus the danger of having someone 61 or 62? 

Dr Austin. This has been looked at very extensively. And we 
just had a rule that went into effect about time, time in the cock- 

Mr. Tauke. Then let me just ask one more question. This is mv 
last one. J 

Dr. Austin. A tired old pilot is more difficult for us to handle 

a A ^ ;J* U, ^o C n 0b * vi , 0U8 i y, 60 was Drett y arbitrary when that was 
adopted 1 in 1959. A lot has happened medically and to our longevity 

today? * makC m ° re 861186 to make h 61, or 62, 63 

Dr Austin. It would be just as arbitrary. And I do not think the 
proponents of the rule who I have had some discussion with are 
really muc/i in favor of arbitrarily setting it, as a principle. But it 
is a possibility. And I suppose that could be looked at if Congress is 
going to take a look at it. We do not-we will deal with it when it 
comes up. 

Mr. Tauke. Thank you. 

The Chairman. Thank you, Mr. Tauke. 

Mr. Boehlert? 

Mr. Boehlert. Thank you, Mr. Chairman. 
, We tend to think we have all the answers. And I do not think we 
Know all the Questions. 
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What do we do, Mr. Broderick, in terms of international consul- 
tations? What are they doing in other nations, for example? Do 
they have an age 60 rule? 

Mr. Broderick. The International Civil Aviation Organization 
has a rule which is modeled after that in the Federal Aviation Ad- 
ministration, essentially the same for all practical purposes, all 
other airlines adopt that and operate that way. 

Mr. Boehlert. Modeled after our rule? 

Mr. Broderick. Yes, sir. 

Mr. Boehlert. Are there conferences? Is this the subject of con- 
tinuing discussion? Or do we require a hearing of this nature 
before it comes to the fore again? In other words, are you talking 
with your counterparts in other nations? And is Dr. Austin at your 
side? Do you have this type of consultation? I do not ascribe any 
sinister motives to the FAA at all. I can understand ALPA's rea- 
soning, despite all their phrases, and I can understand ATC. I 
mean, they would rather have a lower, lower paid junior pilot than 
a senior guy like Captain Shaver because it saves the bottom 
line. But I do not ascribe any sinister motives to FAA; I think you 
are sincere. 

But wouldn't it be wise to have the consultations with your coun- 
terparts in other countries, and Dr. Austin by your side to 

Mr. Broderick. Mr. Boehlert, we do that. We do it in several 
ways: in membership on the ICAO's licensing panel; in member- 
ship on their medical committees; in various meetings at ICAO 
which we are very active in, we do so. In addition, the community, 
through the International Air Transport Association, the Interna- 
tional Federation of Airline Pilots Associations, et cetera, there is a 
continuing dialogue in the flying community. 

The International Aerospace Medical Groups meet all the time, 
too. So this is the kind of thing that, as Dr. Austin mentioned earli- 
er, is part of the continuing professional dialogue in this field. And 
it is something that come3 up in greater or lesser degree all the 
time; just another subject of continuing discussion and effort on 
everybody's part. 

Mr. Boehlert. On page 4 of your statement you make reference 
to a June 1983 study. I was wondering about the correlation of fig- 
ures in terms of private pilots' accident rate, age 60 and beyond 
versus those who are not age 60. Is there any compelling evidence 
that leads you to conclude that if you are up there in a plane past 
age 60 you are more dangerous to yourself and society? 

Mr. Broderick. Well, we would be happy to supply a copy of the 
report for the record, sir, if you would like. 

We did do some analysis of— in following the NIA study. We pub- 
lished that report in 1983. And just recently I asked for some addi- 
tional analysis of that data. And I was quite struck by the fact 
that, and as I said in testimony, I do not attribute conclusive evi- 
dence to this, but I was quite struck by the fact that between the 
ages of 60 and 70 the probability of a pilot that has a first- or 
second-class medical and has more than 5,000 hours of experience, 
which is quite a bit of flying time, the probability of that pilot 
* being involved in a general aviation accident is some 2Vfe times 
greater than a pilot of the same qualifications aged 50 to 59. There 
is quite a striking difference in the data. 
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That represents not a sampling of data but, in fact, that is the 
accident data as measured by the National Transportation Safety 
Board over the period of 1976 to 1980, normalized by all of the 
flying time done by all of the pilots of that class in that same 
period of time, broken down by decade of age. 

There is no question in our mind that that data, as I indicated, 
gives one cause for concern and caution if we are to change the 
age, whether we change it from 60 to 61, or 60 to 59, we are con- 
cerned that there may in fact be a nontrivial effect on safety. 

General Yeager. Is that the general aviation area, though, Mr. 
Broderick? 

Mr. Boehlert. It's the — Yes. 

Mr. Broderick. Yes. It is, in fact, a measure of general aviation 
accident rates. And I guess I would, I would say that we recognize 
that we cannot possibly get the same data for air carrier operations 
because we have no pilots in command of air carriers over the age 
of 60. But it is people who, some of whom may, in fact, be flying as 
second officers in airplanes who contribute to this data base. It is 
the same people using many, if not most, of the same skills. 

Mr. Boehlert. Mr. Chairman, do we have for the record the test 
given to these people, all the requirements of the test? 

The Chairman. No; we do not have it. But wg are going to ask 
them to submit it. It is so ordered. 

[See appendix 3, p. 155 for the "Guide For Aviation Medico! 
Examiners" requested by Chairman Roybal.] 

Mr. Boehlert. Because I am just wondering, Mr. Broderick, look- 
ing at page 4 of your statement, and you list several things that 
"relate to the loss of ability to perform highly skilled tasks rapid- 
lyi"— I understand how you can measure that— "to resist fatigue," 
well, that is somewhat questionable. But how do you measure an 
ability to "rapidly apply experience, judgment, and reasoning in 
new, changing, and emergency situations? How is that measured? 

Mr. Broderick. If we knew how to measure that, I can assure 
you that that would be one of the tests that we would want to give 
to all pilots. We do not know how to measure that. 

Mr. Boehlert. That is the essence of the whole thing? 

Mr. Broderick. That is correct. 

Mr. Boehlert. OK. Thank you very much. 

No further questions, Mr. Chairman. 

The Chairman. Mr. Volkmer? 

Mr. Volkmer. I would just like to briefly ask, in the event that 
the Age 60 Rule were done away with and we relied on periodic 
examinations, assuming that we could come up with the examina- 
tions that we can rely on, would the FAA any longer would you 
propose, Dr. Williams, or Captain Shaver, or General Yeager, have 
any determination as to whether or not that pilot continued to fly? 
Or would the persons, the medical practitioners making the exami- 
nation make that determination? 

Dr. Williams. Well, the onlv, the only way I can reply, Mr. Volk- 
mer, is that I believe that as I understand it now, the FAA relies in 
the medical proficiency area on medical testing. And I believe we 
can, with more recent knowledge, be more precis j in that testing. 
And I believe we should continue to undertake to improve these 
tests. 
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Now, in the area of efficiency in flying, as Dr. Koonce testified 
to, there are the simulator skills. I would just simply add that in 
the National Institute on Aging regional panel report that is re- 
ferred to, which was presented to Congress in August 1981, pages 
22 to 25 contain a recommended approach to changing the Age 60 
Rule, which recommends specific cardiovascular and/or flight profi- 
ciency tests and an approach that would allow identification of 
pilots at age 60 and beyond who measured up to all the criteria 
that would appear to be necessary to qualify as younger ages for 
continued flying. 

So there is a recommendation on the record for an approach to 
change the Age 60 Rule. 

Mr. Volkmer. That still does not answer the question. Basically, 
who would make the final decision based on the recommended ex- 
amination, the FAA or whoever »s doing the examination? 

Dr. Williams. I assume it is the FAA. The Chief Flight Surgeon 
makes the final decision. But he gets the information from the ex- 
aminers. 

Mr. Volkmer. All right. 

Dr. Austin. He makes the decision based on the medical evi- 
dence. But there it i3 also the ability of the operator to perform it. 
He may be very medically fit, but if he cannot actually perform the 
task, which may not be due to medical reasons, then the check 
rides should be the determiner of it. And the airlines themselves 
have been using in-house check rides as well as those FAA checks 
and FAA observation flights and many other ways that they can 
actually measure the pilot's performance. 

That is the bottomline: Can he do the task? And we can say that 
we get— they say, they accept it— that they can give check rides, 
they can assess the pilot's ability to exercise good judgment, deci- 
sionmaking, and do the tasks that are requisite for pilots, for cap- 
tain of an airline, until he is age 60. 

Mr. Volkmer. I understand that. 

Yes, Captain? 

Mr. Shaver. Sir; if I may respond to part of that. I would just 
like to tell you about a personal experience. We have heard about 
simulators. And I do not know how many of you have seen one op- 
erate or have been in one, but they are extremely realistic. 

A United 747 simulator costs almost as much r^s an airplane, but 
it saves millions because they are not taking an airplane out of 
service to give us check rides. 

When I was a 747 captain, on one ocoasior the first officer was 
doing his part of the flight testing. In other w^rds \ie was to fly by 
hand, using no auto pilot, an approach to 100 feet on three engines. 
And then when we would get to 100 feet there would be a truck on 
the runway or something would happen, we would have to go 
around. And this gpntleman did such a lousy job, he did not correct 
for power bfti^f on one side and not as much on the other, and in 
*his simulator we flipped over on our back and crashed. That was 
the last time that gentleman has ever flown for United Airlines. 
And he was in his very early 50's. 

I think a simulator certainly can measure, certainly allow us to 
demonstrate whether we can respond to emergency situations, 
what our response time is, all that sort of thing. 
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Also, from the day we begin flying for an airline they keep 
pounding into us, don't do things too quickly. You keep hearing 
that old people move too slowly. Well, all of our training material 
says, here is an emergency, count to three before you do anything. 
If you move too quickly you will put out a fire in the wrong t igine. 
They are talking to younger people, to people who start with the 
airline. 

So speed of response is really not the crucial thing. And over 
many, many years we older pilots have experienced just about ev- 
erything that can happen in an airplane. 

I think that if you came and watched one of us in a simulator 
you would be astounded. 

Mr. Koonce. May I present some very recent research on re- 
sponse? 

Mr. Volkmer. Yes. 

Mr. Koonce. Response time. 

This article was published and presented in the first week of Oc- 
tober, at the Human Factor Society meeting. It is a report, re- 
search report by Braune, Wickens & Strayer. They did find a gen- 
eral slowing trend with age that appears to be more pronounced 
with complex stimulus material. 

By the way, this increase in time from the 20- to 30-year-old 
group to the 50- to 60-year-old group is 153 milliseconds. That is 
slightly longer than one-tenth of a second. That does not mean an 
awful lot in flying. As you stated, count to three, that is about 150 
milliseconds in the meantime. 

Going on here. 

This results of this research, 
I am quoting from it- 
Suggests that the slowing was most pronounced at the stages of response selection 
and execution, and that this slowing was in turn heavily related to conservative ad- 
justment in the response criterion, with a corresponding shift towards more, than 
less, accurate performance. The data shows no loss in time sharing ability with age. 

The author goes on to say- 
By the way, the younger pilots tended to respond faster but at a higher risk- 
taking level than the older subjects in this study. 

And the authors go on to say— 

Although many of the age-related changes reported in the present research were 
highly reliable in a statistical sense, these ^sults must also be put into the context 
of a large variability within the older age gxoups. This variability would suggest the 
danger of relying solely upon chronological age as a decision cnteria. Instead, more 
emphasis should be placed on the notion of functional age and objective perform- 
ance-based measures 

[The entire article Mr. Koonce quotes from follows:] 
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[From Proceeding? of the Human Factors Society— 29th Annual Meeting— 1985} 



Age-Dependent Changes in Information Processing Abilities Between 20 and 

60 Years 

(Rolf Braune, Christopher D. Wickens, Dave Strayer, and Alan F. Stokes, 
Aviatiin Research Laboratory— Institute of Aviation, University of Illi- 
nois,— Willard Airport, Savoy, Illinois) 



Information processing performance in single- and dual-task configurations was 
examined across 60 subjects between the ages of 20 and 60. The objective was to 
investigate the general slowing trend observed with increasing chronological age 
more closely. The results supported this general slowing trend which appears to be 
more pronounced for complex stimulus materials. However, age did not interact 
with dual-task loading. Examination of the evoked brain potential data under speed 
and accuracy instructions suggested that most of the slowing was attributed to re- 
sponse processes rather than those of perception and memory. Futhermore, older 
subjects were more conservative in placing their response criterion and suffered a 
smaller Iops when placed under speed stress. 



An increase in chronological age is usually equated with a general slowing in in- 
formation processing speed and a reduced capacity. Also, age-related decrements in 
dual-task or time-sharing performance are frequently reported (e.g., Birren and 
Schaie, 1977; Poon, 1980; Hunt and Hertzog, 1981; Salthouse, 1982). The evidence for 
age-related changes in processing latency is relatively well established suggesting a 
general slowing in perception, central processing, and responding. The data with 
regard to attention or capacity effects of aging are less clear cut For example, Hunt 
and Herzog (1981) summarize literature supporting what is referred to as the "at- 
tention deficit hypothesis". This hypothesis states that tasks that demand more at- 
tention and are more complex (e.g., dual-task or time-sharing tests) will show larger 
age-related decrements than relatively simple tasks (e.g., single task reaction time 
tasks). Hunt and Hertzog (1981) report a study in which subjects from ages 20 to 
41 + performed a reaction t ; me task alone and concurrently with an easy and diffi- 
cult memory task. Dual-task decrements increased significantly above age 40. How- 
ever, Hunt and Hertzog also found that the age-related decrement was actually 
smaller for the more difficult memory task. Salthouse (1982) suggests that some cau- 
tion should be exercised in accepting the attention deficit hypothesis. 

The data reported here are a part of a larger project that developed a battery or 
human information processing tasks to examine the effects of aging on pilot per- 
formance. The details of this project are described in Wickens, Braune, Stokes, and 
Strayer (1985) and Braune and Wickens (1983; 1984). A subset of the results from 
two experiments are reported. In Experiment 1 the focus is on a series of informa- 
tion processing tasks performed under both single and dual-task conditions. The 
single- and dual-task results of the various Sternberg task versions and a second- 
order compensatory tracking task are reported. The general robustness of the slow- 
ing in information processing is emphasized as well as the absence of age-related 
decrements in time-sharing performance In Experiment 2 the emphasis is on a 
more fine grained analysis of the slowing effects in reaction time, employing the 
P300 component of the event related brain potential as an index of slowing of per- 
ceptual speed (McCarthy & Donchin, 1981), and the speed-accuracy tradeoff function 
(SATO) in conjunction with the Sternberg. 



Sixty male subject* between the ages of 20 and 60 participated in both experi- 
ments. For the purpose of statistical analysis the subjects were separated into four 
age groups: Group 1 (Gl) 20-26; Group 2 (G2) 27-39; Group 3 (G3) 40-52; and Group 
4 (G4) 53-60. Each group had 15 subjects. The subjects were all volunteers that had 
responded to ads in local newspapers. All reported to be in good health with 20/20 
corrected vision and normal hearing. Each subject was paid for his participation. 
The same subjects particiapted in Experiment 1 and 2. 
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Tasks 

A totfJ o** 9 different information processing tasks combined into id singl - d :d 
dual-task configurations made up tho informaiton processing test batte y useu in 
Experiment 1. Only those tasks for waich the results will be reported are described 
in more detail: 

Visual-verbal Strenberg task (W) 

Prior to each trial the subject was presented a memory set of either ?, or 3 ran- 
domly chosen letters. Each letter was presented for 3 seconds for two cycles. Follow- 
ing this presentation, a series of probe letters was presented of which 50% were 
drawn from the memory set. Using a two button control switch, the suf rts indicat- 
ed whether each stimulus was or was not a member of the memory se. Correct re- 
sponse times for "yeas" and "no 11 responses were averaged and the proportion of 
correct responses recorded. 

Auditory-verbal Sternberg (A V) 

This task was identical in fr mat to the W tack except that the ^iiauli were 
presented auditorily oxer headphones. During initial presentation the 3 letter 
- emory set was repeated twice. 

VisimI Gr atia? Sternberg (VS) 

This te-iK was analogous to the W version, except that the "alphabet" from 
which thi stimuli were drawn was constructed of line segments formed oy connect- 
ing pair? of points in a 2(row) x 3(column) matrix. A set size r i 3 was used. 

Second-order tracking 

The subjects manipulated a spring* loaded control stick in the left-right direction 
with the right hand in order to minimize the error on a horizontal compensatory 
display. Control was exercised using secona order (acceleration) dynamics. When 
presented concurrently with the visual Sternberg tasks, the tracking err ' was dis- 
played immediately above the Sternberg stimulus. In this case, the respv e to the 
Sternberg task was effected with the left hand. For all dual task combinations, sub- 
jects were told to give equal emphasis to both tasks. 

For Experiment 2 the spatial and verbal Sternberg tasks that wert employed 
were identical to those used in Experiment 1. Three bias conditions were incluaed. 
The neutral cond if *wi ej.i ,<iasized both speed 1 accuracy. The speed condition em- 
phasized speeded responses and the accuracy condition emphasized a accurate re- 
sponses. Memory set sizes of 2, 3, and 4 were used. 

Apparatus 

Experiment 1 wab performed at the Engineering Psychology Research Laboratory 
of the University of Illinois. A PDP 11/40 minicomputer was used to generate the 
stimuli and record the subjects' performance. The computer was interfaced with a 
Hewlett-Packard display generator, a control stick, ana merchantable keyboards. 
Auditory stimuli were generated by a Centegram Corporation Mlke-2 Jnit, inter- 
faced to the PDP 11/40. The subjects sat in a sound and light attenuated booth ap- 
proximately 90 cm from the CRT. Throughout the entire experiment subjects and 
experimenter communicated by intercom operating through headsets. 

Experiment 2 was conducted at the Cognitive Psychophysiology Laboratory of the 
University of Illinois. Stimulus presentation and data acquisition were governed by 
a PDP 11/40 computer. The visual stimuli were presented on a similar Hewlett- 
Packard CRT that was used in Experiment 1. The display was positioned 75 cm 
from the subjects. The EEG and EOG were amplified with Van Gogh Model 5<X00 
amplifiers 

Procedure 

In Experir it 1 each subject was administered the complete test battery four 
times, once foi t brief familiarization period and three times as Sessions 1, 2, and 3. 
The familiarize *on period took tho form of a 1 -minute run immediately preceding 
each task in Session 1. In Sessions 1, 2, and 3 each tisk took the form of a 2-minuwe 
trial in which response data were recorded. The duration of each complete adminis- 
tration was 3.5 hours including two 10-minute intersession breaks. 

In Experiment 2 all subjects were run through all 8 bias conditions. The slowest 
changing experimental variable was the stimulus code (spatial vs. verbal), the order 
of which was counter-balanced across all subjects. All three bias conditions were run 
within one stimulus code before changing to the other code. The neutral instruc- 
tions were always the first bias instructions given. The orde; ~* the speed an j accu- 
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racy instructions was counter balanced across subjects. ?ifty percent of the trialr 
were positive responses and 50% were negative EEG activity was recorded from Fz 
Lz, . nd Pz electrodes (Jasper, 1958), and was stored on magnetic tape for subsequent 
analysis EOG activity was corrected offline (Gratton, Coles, and Donchin, 1983B) 
The latency of the P300 component was assessed by identifying the largest positivity 
in the parietal electrode within a 300-800 msec window ^ y 



RESULTS 

The reported results represent a subset of the data obained in the Wickens, 
Braune, Stokes, and Strayer (1985) investigation. The fc« here is on the S 
order compensator tracking task and the different versions of the Sternberg task 
in single- and dual-task configuration. 

Braune and Wickens (1983) had reported that many of the tasks in the test h t- 
tery showed practice effects across the two experimental sessions and that perform- 
ance appeared to be more stable in the second session. To obtain a better reliability 
estimate three sessions were rui. *n the Wickens, et al. (1985) investigation. The in- 
tersection ror relations showed an average of 0.83 between Sessions 1 and 3 and 86 
^r^L^T? 2 and \ M S ? 8si0n 8h o 0wed no infraction effects with the other 
fnr™£ tJ 1 dat f W ^ C C0ll< } pfled acr F 8a S**™ 2 and 3 to obtain a more stable per- 
formance estimate Figure 1 presents a graph of mean correct reaction times for 
each Sternberg modality plotted against Age Group. 
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Figure 1: Mean Sternberg reaction 
plotted against age group* 
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Response time increased systematically with age (F= 10.74, p<.001). Latency was 
most rapid in the Visual- Verbal condition, intermediate in ,he Auditory- Verbal con- 
dition, : nd slowest in the Visual-Spatial condition. These effects vere tested in two 
Ai OVAs, one employing the two verbal conditions (W & AV) condition (F= 119.13, 
p<.00i) and a second employing the two "isual conditions (VS & W) 107.59, 
p< 00"! \ In the dual-task conditions subjects repeated all three Sternberg tasks 
w J . ; at the same time performing the second-order compensatory tracking task. 
Response times in the dual-task condition shown in the right portion of Figur j 1 
were rignificantty slower than in the single-task conditions (F=25.34, p<.001). No 
evidence of any interaction of task load with Sternberg modality was found. Age 
Group Hid not interact with dual task loading, nor were these two factors involved 
in any higher-order interactions. In this respect, the results replicate the findings 
reported bv Brrune and Wickens (1983) presenting no evidence that time sharing 
efficiency deteriorates with age between 20 and 60 years. 

The results from the second-order compensatory tracking task showed a similar 
m ttern to those of the Sternberg task. Age Croup hs.fi a significant effect upon 
tracking performance (F= 18.14, »<.001). However, Sternberg modality showed no 
significant interaction effects with age though the main effect of task load (single 
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vs. dual) was reliable (F = 25.34, /><. 001). This again suggests th- absence of any age- 
related time-sharing decrement. 

Further support for the absence of a time-sharing decrement due to age was pro- 
vided by a factor analysis. This analysis focused directly on those measures felt to 
be relevrnt to time-sharing. It included "Age " as a variable, the dichotic listening 
attention measures, all of the dual-task decrements scores (i.e., single subtracted 
from dual), and spatial tasks. The analysis showed the dichotic listening task meas- 
ures to define the first factor, heavily influenced by age. The second factor defined 
tracking skill, while the third factor loaded on the visual -spatial time-sharing decre- 
ment along with the hidden figures measures. The fourai factor was defined by the 
three time-sharing decrements in reaction time. Significantly, this factor did not 
vary with age, reinforcing the independence of time-sharing ability and age across 
the age-range under consideration. Factor 5 was directly relevant to spatial ability. 

In Experiment 2 ;ertain expected effects were obtained. There was a generally 
linear effect of memory set-aside on reaction time (F2, 12 = 284, p<.001). Reaction 
time was longer for the spatial than the verbal stimuli (Fl, 56=106, p<.001), and 
the effect of set size was greater for the spatial stimuli (F2, 112=25.4, p<.001). The 
effects of the speed curacy manipulations on both latency and error rate were 
monotonic and in the expected direction (Reaction time: (F2, 112=6.03, :><,001): Ac- 
curacy : (F = 22.8, p < .00 1)). 

The effect of age on reaction time generally replicated those found in Experiment 
1 whereby the effect of age was greater for the spatial than the verbal stimuli (F3, 
56 = 2 93, p=.04). The effect of speed-accuracy instructions on reaction time were 
equivalent for the four age groups. However, the effect of instructions on error rate 
was different. While performance generally became more accurate as age increased 
(F=2.88, p=.04), the main source of this improvement occurred in the speed condi- 
tion (group x bias interaction: F, 112 =2.76, p<.02). That is, imposing speed stress led 
to a larger cost iii accuracy for Group 1, a smaller cost for Group 2, and a minimal 
cost for Groups 3 and 4. Figure 2 shows a cross-plot of accuracy against reaction 
time for the four age groups in a speed-accuracy space. Rapid and accurate (good) 
performance is shown to the upper left and poor performance (slow and inaccurate) 
to the lower right. The shift in performance resulting from spee 1 stress is shown by 
a movement toward the lower left. 
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rizure 2: Effect of speed-accuracy bias in- 
structions on accuracy and reaction time as 
plotted by the speed-accuracy tradeoff (SATO). 
The zr.ree instructional sets for each age group 
are ccr.nected by straight lines. The smooth 
f Lzcti:n fits through the three points and 
itiicates the difference between groups in 
overall proficiency. 



AD four age grope show a shift in the appropriate direction with speed stress (to- 
wards the lower left). A major cause of the faster performance shown by the young- 
er group appears to resu't from the fact that they are operating less conservatively, 
closer to the point where large losses in accuracy occur. In contrast, the older 
groups are responding initially at a more conservative level, farther out along the 
asymptote. With this greater margin for increasing speed, they are less likely to sac- 
rifice accuracy. 

The effects of the Sternberg manipulations on P300 latency indicated a F'gnificant 
increase with set size (F2, pl2=89, >.001). There was no miin effect of stimulus 
code. Figure 3 shows the effect of age on the mean P300 later cy averaged across all 
other variables. Similar to the reaction time data, a nonoton'c and marginally sig- 
nificant increase in latency from the youngest to the oldest group (F3, 56=2.17, p. 
10). The reaction time data are also plotted so it is possible to 3ee that the total 
increase in P300 latency from the youngest to the oldest age group is only 50 msec 
as compared to 153 msec change in reaction time accounted for by age. This indi- 
cates that the greatest age-related slowing occurs in the post-perceptual process. 

Finally, the effect of speed-accuracy set on P300 latency while significant (F2, 
112 = 5.89, />>.01) was non-montonic. Shortest latency (594 msec) was obtained in the 
neuwrul condition, while longer and equal latencies were observed in both the speed 
and accuracy conditions (602 and 603 msec). This rinding appears to confirm the con- 
clusion that speed stress instructions were accommodated by shifts in response crite- 
ria rather than encoding or memory search time. The absence of an age x bias inter- 
action in P300 latency is also consistent with the previous argument that response 
processes were primarily responsible for the age differences in speed-accuracy set 
shown in Figure 2. 
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DISCUSSION 

A primary purpose of the two investigations was to examine the general effects of 
aging on human information processing skills. The general age-related effects re- 
vealed two primary findings: (1) The data revealed a slowing in information process- 
ing speed at all stages of processing replicating conclusions offered by Salthouse 
(1982). The present data suggest that the slowing was most pronounced at the stages 
of response selection and execution, and that this slowing was in turn heavily relat- 
ed to a conservative adjustment in response criterion with a corresponding shift to- 
wards more rather than less accurate performance. (2) The data suggested no loss in 
time-sharing ability with age. 

Although many of the age-related changes reported in the present research were 
highly reliable in a statistical sense, these results must also be put in the context of 
the large variability within the older age groups. This variability would suggest the 
danger of relying solely upon chronological age as a decision criterion. Instead more 
emphasis should be placed on the notion of functioned ^ge and objective perform- 
ance-based measures 
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Figure 3: Effect of age on ue&n P300 latency 
and on reaction time. The figure shows the 
greater age effect on RT than on P300. 
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Mr. Volkmer. Thank you, sir. 
Thank you, Mr. Chairman. 
The Chairman. Thank you. 
Mrs. Bentley? 

Mrs. Bentley. Thank you, Mr. Chairman. 

Captain Shaver, I am a member of the AARP. 

Mr. Shaver. Well, good. At least two of us are here today. 

Mrs. Bentley. I am also a member of the Committee on Public 
Works and Transportation, so I am very interested in the regula- 
tions and the sa f ' ty, of course, of flying and fr all the modes of 
transportation, but particularly in the airline, inasmuch as that is 
the one, I would say, that most of us in business, in Congress, et 
cetera, are using today, and actually, all over the country, for 
people to get back and forth. 

Going way back when I was covering the national transportation 
picture for the "Baltimore Sun", I got to know the traffic control- 
lers very well. And they are required to retire at age 56, I believe. 
In justifying this limit a House committee said that that there is 
no allowable margin of error in the control of air traffic. Physical 
well-being and peak effectiveness on the part of the controller is of 
utmost importance in the safety of the people who travel by air. 
There is no room for compromise. 

Now, isn't the air traffic controller situation at least somewhat 
analogous to that of an airline pilot? 

Mr. Shaver. I would say only very slightly. And, you know, very 
sincerely, I must say traffic controllers under some circumstances 
are under far greater pressure than we are. 

All of you have ridden into Chicago's O'Hare Field. And when 
things are routine, the weather is stable, whatever the weather is, 
just if it is not changing the;, have a wonderful pattern setup, they 
do a fantastic job. But let's say that they are using two runways for 
landing and two for takeoff. They have got airplanes coming from 
every direction. 

But then a front goes through and the wind changes direction 
180 degrees. What do you do with all these airplanes thai are 
headed in for runways which now are the wrong ones? They are 
under tremendous pressure. I do not know how they handle it 
under those circumstances, but they do do a magnificent job. And if 
I did that kind of work I think I would be ready to retire before 56, 
and I would probably have ulcers. 
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My hat is off to them; they do a wonderful job. But we are not 
under that sort of pressure. The nearest thing to it, the other side 
of it, let s say that I am the captain, I am coming into O'Hare Field 
and this happens, I am told to go into a holding pattern perhaps at 
37,000 feet— and this may sound complicated— but all I have to 
worry about is all of the airplanes in that one holding stack be- 
cause I want to be sure that that controller does not say the wrong 
number. 

Let's say United 100 is in the stack, American 100, TWA 100 and 
Alitalia 100, the traffic control under pressure says, "American 
100, you are cleared from an approach/' and he is the top one in 
the stack. Well he wants to know. I mean, he knows the rest of us 
are under hir x. But each of us memorizes who is above us, who is 
below us, so that if the traffic controller makes a misstatement 
nothing happens. 

Now that, that is the most pressure I am under under that situa- 
tion. But those people on the ground have holding patterns all over 
the place, airplanes that were starting an approach have to pull 
up, make a different one. So I would say that the level of pressure 
is just nowhere near the same. 

Mrs. Bentley. You made a comment in your discussion that you 
would be ready to retire before age 56 if you were a traffic control- 
ler. Is 56 a fair age for the refirement of traffic controllers, in your 
opinion? 

Mr. Shaver. Well, I think that would really be an individual 
thing. Some people can handle stress better than others. But I 
think they should be allowed to retire fairly young if they are de- 
veloping ulcers, they cannot sleep at night, and that sort of thing. 
And I know some of them wake up with nightmares because they 
have missed hearing an airplane call or they have misidentified 
one. I mean, they are concerned with many, many aircraft. We are 
concerned with one. And we monitor what they do very, very care- 
fully and take self-protective action, let's say, but we still are not 
nearly as involved as they are, not under near the pressure. 

Mrs. Bentlfy. I know that at one time they were trying to get 
age 50, I think, as their retirement because of the pressures. Do 
you think that there that we ought to eliminate any air— I mean 
age maximum? 

Mr. Shaver. Well, I certainly would eliminate it. But I would 
give them the option. 

You know, I am a great believer, like I think our Government is 
nowadays, in free choice, in free enterprise, and so on, and I would 
like to see it so that someone who does not feel able, does not want 
to fly, does not want to be a traffic controller past age 45, hates the 
job, that it would be economically possible for them to retire. But 
someone like myself who is 64 next week, ready, willing and able, 
and thoroughly enjoys the job, should keep on flying. Let the other 
fellow who does not like it, who can no longer meet the standard, 
retire. I mean, why treat us, why make us all do exactly the same 
thing. 

Mrs. Bentley. Wuut you are sort of saying, in essence, is that as 
science and medical knowledge progress that we must continue to 
examine our regulations and adjust accordingly? 

er|c 61 
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Mr. Shaver. Yes, I certainly do. Why not take advantage of all 
the developments? 
Mrs. Bentley. Thank you, sir. 
Thank you, Mr. Chairman. 
The Chairman. Thank you, Mrs. Bentley. 

Gentlemen, this has been an excellent hearing. May I point to 
the fact that the House of Representatives has been most coopera- 
tive. We have not had a rollcall, quorum call, nor anything for the 
last, well, almost 2 hours now. So the cooperation has come from 
all sides. 

Again, I say the hearing has been excellent. We are still some- 
what confused over some of the issues involved. I, for example, still 
cannot understand why a policy that would terminate an experi- 
enced pilot at 60 can at the same time recertify others that are 
under 60 who have a long history of alcoholism and other serious 
conditions. I see about nine pages here of other exemptions grant- 
ed. Some pilots have suffered intercranial hemorrhages. In one par- 
ticular instance a recovering alcoholic was recertified and later 
committed suicide. We have personality disorders, hypertension, di- 
abetes. Some of the recovered alcoholics resumed drinking and 
were again recertified. There are psychiatric problems, and on and 
on. These are some of the things that are worrisome. 

[See appendix 4, p. 306 for list of exemptions referred to by 
Chairman Roybal.] 

Now, Congressman Rinaldo made a unanimous request earlier in 
the hearing. I would like to ask that he restate the request and 
clarify it. It has already been adopted, but we will go through the 
motions of adopting his unanimous request that we do the follow- 
ing. Congressman Rinaldo will now explain. 

Mr. Rinaldo. Thank you, Mr. Chairman. 

Mr. Chairman, first of all, I certainly want to thank our panel- 
ists. I think they have been very illuminating. And I am certain 
that every member of this committee has learned a considerable 
amount from what took place. 

However, I also think you very properly pointed out that we 
went through this exercise once before and the committer never re- 
ceived any kind of test on which to base any possible change in the 
current method of using an arbitrary age factor. 

So I would like to once again specifically request unanimous con- 
sent that Dr. Williams, Dr. Koonce, and Dr. Fox, either collectively 
or independently, have 30 days to send us the tests that would 



which would serve as a safe, reliable and accurate substitute to the 
age 60 rule, and also provide at least the same degree of safety to 
the flying public. 

Now, do we have the assurance of you gentlemen that the com- 
mittee will r ;ceive this? 
Dr. Williams. Yes, you can. 

The Chairman. All right. Without objection, that request is 
adopted. 

May I foil *hat by asking Dr. Frank Austin, after we receive 
that report, vm you review the report, study it, and then meet 
with the committee to give us your findings with regard to the 
reoort 9 



properly measure 




over age 60, and 
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Dr. Austin. Yes, sir. 

The Chairman. All right. Is it then possible after the medical 
profession has met on the particular report, for the FAA to meet 
with doctors on both sides, discuss the report, and then perhaps 
reach some kind of conclusion with regard to one test? Is that a 
possibility? 

Mr. Broderick. We would be happy to gather the people together 
and see if such a consensus conclusion is possible. 

The Chairman. That is why I used the words, is that a possibili- 
ty. 

What we are doing then, we will get, first, a report from the 
three doctors; second, Dr. Austin will review that report, and then 
meet with the committee immediately thereafter; and third, have 
the doctors in question meet with the FAA to see if you can reach 
some agreement with regard to one specific examination that can 
be given to pilots. That will then show that the age 60 rule is a 
rule of administrative convenience that was established strictly for 
the convenience of administration. From previous meetings we 
have held, I know that to be a fact. 

And if we are all in agreement I think we have accomplished a 
great deal today. I wish to thank each of the witnesses, and hope 
that in 30 days we will see each other again. We must privately 
work very hard to try to settle this once and for all. 

We have had three hearings on this matter, let's not have an- 
other one. Let's have some action. 

The meeting is now adjourned. 

[Whereupon, at 12:50 p.m., the hearing was adjourned.] 
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Nalonel Institutes Of Hsefth 
B*rtm<M.Mary«w4<tmttS 
BuMdmg 31 -*>*7J 



PuW«c Hsafth Servce 



Room 2C02 
(301) 4*9265 



December 19, 1985 



The Honorable Edward R. Rcybel 
Chairman 

Houae Select Committee on Aging 
Kouae of Repressntetlves 
Washington, D.C. 20515 

Dear Mr. Chairman: 

During the hearing on airline pilot retirement Held by the Select Commltta* 
on October 17, It vaa agreed that Dr. Samuel N. Pox, III, Dr. Jafferaoa M. 
Koonce, and I would develop an examination protocol which might aubatltuta 
for tha Federal Aviation Administration* • (FAA) Aga 60 rule. 

The attached protocol la our combined reaponaa to that requeet. It la baaed 
on the Report of the National Institute on Aging (MIA) Panel on tha 
Experienced Pllote Study and subsequent additional research related t* human 
performance beyond aga 60, aa praaantad at tha hearing on October 17. Tha 
propoeed protocol would provide for testing commercial airline pilots for 
continuation of pilot •titue beyond age 60. 

While tha Report of tha NIA Psnel on the Experienced Pllota Study of Auguat 
1981 concluded that, daaplta no convincing medical evidence for pilot 
retirement at aga 60, the praaant rule nhould atend becauee of Inadaquete 
data to aupport a change, it alao recommended that, "an approach to changing 
the age 60 rule," ahould be undertaken (pp. 22-25 of tint report). In the 
Intervening yeere alnce UB1, further reeeerch haa documented the 
■alntenencs of good health and functioning in many pereone well beyond the 
age of 60, end has documented tha predictive value of certeln taete. 

Dre. Fox, Koonce, and I have baaed the enclosed protocol on the prevloue 
recommendetlon end the more recenr reeeerch findings, end ere submitting ft 
for discussion and comment by the T, K ee requeeted by you and Mr. linaido 
of your Commit tee. 



Sincerely yours, 




T. Ffanklln Williams M.D. 
Director 

Netlonel Inetltute on Aging 



Enclosure 
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3 Proposed Examination Protocol for Airline Pllota Age 60 and Abova C" 



Thla proposed protocol la deelgned to provide, for any pilot affected by the 
preaer «. age 60 rule who wishes to continue aa a pilot beyond aga 59, a 
comprehensive examination of health atatua and performance ability which 
ahould establlah hla/her continued qualification* The protocol nay provide 
the additional benefit of creating data that can subsequently be used aa a 
basla for further modification of rulea regarding auch pllota. 

Any pilot subject to the age 60 rule who wlshea to continue aa a pilot beyond 
age 59 would undergo the following comprehensive medlcsl evaluation snd 
evaluation of performance* 

The medics? evaluation protocol should Include the following Inltlelly and at 
least annually thereafter: 

(1) Medical and Interim hlatory Including smoking history 

(2) Physicsl examination Including funduscoplc 

(3) Blood preasure 

(A) Chemical acreen profile — SMAC-24 or comparable blood chemistry 

tests Including total snd high-density lipoprotein cholesterol end 
triglycerides 

(5) Urinalysis 

(6) Chest X-rsy 

(7) Resting electrocardiogram — atandard 12-lead 

(8) Exercise Tolersncs Test (ETT) Including thslllum perfusion study 

Tie present qualifying criteria would apply for those test components slresdy 
Included In pilot exsmlnstlons. The examining physlclsn snd ths revlewlr" 
physician of the FAA ahould exerclae judgment with regard to tha eddltl_.nl 
risk factora Included above, I.e., emoklng hlatory, and blood lipid*. 

The Exercise Tolersnce Test should be performed on s motor drlvsn blcycls 
ergometer, or tresdmlll with little snd prefersbly no uss of hsndrells, both 
accurately calibrated, with accompanying thallium perfualon acana. X-ray type 
reproductions of the thallium acana ahould be submitted to the FAA which In 
turn would have them reviewed by s recognized expert In their lntsrprststlon. 
The examinee would be considered to have obtained "clearance" on thla medical 
evaluation If he/ahe can demonetrate an uncompromlaed capability to complete e 
progressive exercise protocol schlevlng st lssst s totsl body metabolic 
Intensity of ten (10) multiples of resting rsts (METs) over e period of no 
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less thin ten (10) minutes with at lent three minutes above aeven (7) METa . 
This can be achieved by coapletlng nine nlnutea of a Standard Bruce Protocol. 
An eight (8) MET criterion sppears appropriate for women. In addition the 
thallium acan Interpretation ahould be clear of defects, -xcept that a defect 
aeen on the immediate post-exercise flla which peralata unchanged In a 
post-three-hour flla may, baaed on the phyalclan'a judgment, not be conaldered 
disqualifying. 

Compromising responses on the ETT would be the occurrence of any of the 
following: 

1* More than -0.10 millivolts horizontal or downsloplng ST segment 

depression (or equivalent elevation) in any precordial lead or Leads I 
or aVL during or sfter exercise or more than -0.15 mV i n lead aVF. 
Some correction for R wave amplitude may be appropriate where R wavea 
exceed 2.0 mV In height. 

2. Occurrence of three or more sequential premature atrial or ventricular 
complexes during exercise. 

3. Decline of more than 20 mm Hg of systolic pressure with continued 
exercise beyond the initial adjustment to the test protocol. 

4. Less than coherent verbal responses, staggering, ataxia or other 
evidence of Intolerance to the exertional demanda. 

5. Chest discomfort or any form of "anginal equivalent." 

The comprehensive flight proficiency protocol , ahould consist of the following 
components: 

1. Written test of knowledge. 



The pilots should be given sn annual written test on their knowledge 
of their aircraft 'a systems, the procedures specific to the slrcrsft 
Itself, snd the epplicsble information from the Federsl Avlstlon 
Regulatlona and the Airman's Information Manual. Thia will serve ss s 
check on the retention of the cognitive snd procedurel Information 
which tends to deterlorste over time, especially if the pilot revlewa 
and/or uses this Information infrequently. The test matarlala 
relating to the Feat/al Aviation Regulatlona and the Airman' a 
Information Manual ahould be written by the FAA and focua on the areaa 
specified in FAR 121.419(a) . "he FAA already haa a aignlflcant 
battery of teat itama on subject matter in these domains and would be 
beat suited to develop tests meesurlng the extent to which pilots hsva 
s sstlsfsctory knowledge of the regulatlona and proceduraa related to 
aircraft operatlona in the airapace ayatem. Teats on the pilota' 
knowledge of their aircraft 'a ayatem a and procedurea would beat be 
developed by the manufacturer of the aircraft acroaa all alrllnea who 
use that equipment. But aince tbl: la highly mllkely, the individual 
alrllnea should develop such tests, snd those tests should be spproved 
by the Admlnlstrstor. 
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2. Percept uel-mo tor •kill* of piloting. 

Th« perceptual-motor skill* of piloting the *ircr*ft *hould b* checked 
tvlct e*ch year (*t l***t one* every eix monthe) to *n*ur* the ability 
of th* pilot* to perform th* teake required of th*ir flightcrew 
position*. On* should utili** th* coaputer-beeed flight *iaul*tor 
ayeteas, prsssntly u*«d by th* industry for initial checkout end 
upgrade trsining snd lins oriented flight trsining (LOFT), to aeeeure 
the proficiency or ekill of the pilots. The FAA epecifiwa the 
aeneuvere snd procedures thst should be performed in e proficiency 
check ride (Appendix F or Fert 121) end hoe eet tolerencee for 
performance on flight pereaetere in the Advisory Circuler AC61-77, 
Airline Treneport Pilot Airplsns Frscticsl Tsst Guide* Ths flight 
eimuletore can be tether eeeily progressed to monitor the pilot's 
ability to oelnteln ths flight pereaetere of the eircreft within the 
tolerencee eet forth by the FAA* The current oodern siaulstors in use 
ere controlled by computers, snd specific pereaetere, each as 
eirepeed, sltituds, courss deviation, depletion from flight pst*)*, 
retee of sscsnt or deecent, end other information regerding flight 
-atrols snd pereaetere, can be aonitored by the computer and 
information produced indicating the frequency end magnitude of eny 
devietione from the deeired pereaetere* This would provids for the 
deterainetion of skill level (proficiency) in the most objsctivs 
manner poeeible st the time* 

3. Applicetion of rules snd procidurss. 

Procedurel iteme ere to be elueted in term* of the eetiefectory 
c capiat ion of the eppropriet« ssquence of etepe (ee per the epp roved 
airplane opereting aanuel) in e timely manner* Thie ehould aleo be 
done et leeet once every six monthe. The epecific etepe of the 
proceduree ere ect forth in the menu el a end could be progremaed into 
the coaputer thet would check for the epproprieteneee of reeponeee* 
Toe ticelineee of the pilot 'e beheviore ehould be determined by the 
recommendetione of the manufacturer of the equipment based upon the 
aeximua reeeoneble time thet would prevent further aggrevetlon of the 
ebnormal eituetion* For flight ekllle end proceduree which must be 
performed in the ectual eircreft, relet ively objective manually ec -ed 
checkliete cen be developed which will reflect the magnitude of 
devietione from phyeicel pereaetere, correct neee of proceduree, end 
the extent of proper aenegenent of cockpit reeourcee on hand* 

It ie recoaaended thet a flight eimuletor es per Appendix H of Pert 121 of the 
FAR be utilised for the meeeurement of performance to the greeteet extent 
poeeible. The ectuel meneuvere end proceduree included in the proficiency 
flight checke should include, but not be limited to, thoee eet forth in 
Appendix F of Title U CPU, Chapter 1, Pert 121* 

The criterie for Judging performencee ehould be beeed upon th' effecte of the 
pilot 'e beheviore upon eefety of flight a-M che flight teet etenderde 
publiehed by the FAAr 
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References for the flight proficiency protocol : 

FAR part 121.415 Crewmenber and dispatcher training requirement!. 

121.417 Crewraember emergency training. 

121.419 pjlota and flight englneera: Initial, transition, and 

upgrade ground training. 

12: .424 Pilots: Initial, transition, and upgrade flight training. 

121.427 Recurrent training. 

121.433 Training Required. 

121.434 Operating experience. 

121.437 Pilot qualification: Certificates required. 

121.439 Pilot qualification: Recent experience. 

121.440 Line checks. 

121.441 Proficiency checks. 

121.443 Pilot In command qualifications: Route and airports. 

Appendix E of Title 14 CFR Part 121, Subpart W - Fl.ght Training 

Requirements. Maneuvers and procedurea required b; Section 121.424 to 
be performed In fllgh* except to the extent that certain aaneuvera and 
procedures may be performed In an airplane simulator with a visual 
system (vlsusl simulator), an airplane simulator without a visual 
system (nonvlsual simulator), a training device, or a atatlc airplane 
aa permitted by Appendix E. 



Appendix F of Title 14 CFR Ch. 1 Pt. 121, Subpart W - Proficiency Check 
Requlrementa. Specif lea the maneuvers inJ procedurea required by 
Section 121.441 of 14 CFR Ch. 1, Subchapter G, Part 121, Subpart N. 



AC61-77 Airline Transport Pilot Airplane practical Teat Guide. 

Dealgned to assist th* applicant and hla Inatructor In preparation 

for the Airline Transport Pilot Certificate with an Airplane Rating 
under FAR part 61 (revised). 

AC120-36A Llne-Orlented Flight Trslnlng Prograaa. 

Sets forth one meana, not the only meana, acceptable to the 
Administrator for approval of a line-oriented training program under 
FAR 121.409. 



AC120-40 Airplane Simulator and Vlaual System Evaluation. 

Sets iirth one aaans that would be acceptable to the Adalnlatrator 
for the evaluation of airplane simulators to be used in training 
programa or for airmen checking under Title 14 Code of r ideral 
Regulatlona (CFR). See FAR Part 121 Appendix H - Advanced 
Simulation Plan. 
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Evaluation methodologlee relevant to pilot*' health and proficiency are 
continuing to be developed. For exemple, th» Single Photon Ealeeion Computer 
Tomogrephic (SPECT) approach, now becoming sore widely eveileMe, say enhance 
the capabilities of thai Hub imaging; radionuclide angiography uay alao provide 
uap " information, but performance atenderds for pereone eged 60 end over 
need farther definition. More quantitative predictive veluee for r 4 »* fectore 
auch aa thoae referred to above ahould alao become available. Tha FAA ehould 
aeeure that it la kei adequately informed of progreee in such development and, 
together with ongoing enalyeie of the reeulte end outcomee of the ebove taete, 
shr^d modify ita lequiremente from tiae to time. 

In addition, a program ahould be developed to collect dete on a random 
selection of pi lota between the agee of 40 through 55 for normative pur poke a. 
Theae date could alao be utilized for longitudlne 1 documentation of the 
indlviuuiA changee in piloting abllltiee over time. 
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Ml J M.OMO MtW jmtf 



tt.fe. $outfe of »epre*entattoe* |g 
fcelett Committer cn flfling sS 




llifflngton, BC 20515 

TiBftll 003) »*-»?• 



November 25, 1985 



Dr. Robert Elliot 

629 27th Street 

Manhattan Beach, CA 90266 



Dear Dr. Elliot: 



Since the enclosed letters from Dr. Charles Billings and Dr. Don 
Flinn contradict certain testimony we received during the Committee's 
hearing of October 17, 1985, I would appreciate your comments on their 
contents. 

Thank you for your assistance, 

Sincerely, 



ofeer Thomas 
eneral Counsel 
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ROBERT W. ELLIOTT. PH.D. 



CLMCAI l 



LVCHOLOCUST 



•MiTTMrmcrr 

MANHATTAN ■EACH CAUPOH N M WW 



December 10, 19B5 



Roger Thomas 

U.S. House of Representatives 
Select Committee on Aging 
Washington, D.C. 20515 

Dear nr. Thomas: 

This is in reply to your letter of November 25 1985 in which you asked 
me to comment upon the content in letters from Dr. Charles Billings and 
Dr. Donald Flim regarding the FAA "mandatory age 60 retirement role for 
c aimer ical pilots. 

Dr. Billings comments that "...some of the skills necessary for flight 
crew performance deteriorate with advancing age. .♦" in a more subtle than 
gross manner affecting the "*.. highest intellectual skills*" While it 
is true that there are neuropsychological changes which accompany the 
agi.ig process, there a~e greater differences between individuals of the 
same age group* Some individual's skills decline, others maintain their 
skills, and a few even improve in selected skill areas. Dr* Zaven 
Khachaturian, of the National Institute on Aging, estimates that 
approximately 10? of the elderly population show clinically significant 
cognitive deficits ( American Psychologist , November, 1985, p. 1251). 
The same 10? figure was quoted in the article, "Senility Reconsidered", 
in the Journal of the American Medical Association. The issue with the 
pilot group is not whether there is a decline In skills for the group 
as a whole, but her, are we capable of identifying individual pilots 
who have loss the capability to safely and proficiently operate complex 
aircraft. If "decline" in the pilot population were the only issue, then 
we would have to address the issue of decline beginning st about the age 
of 25 years. It is at about this age that measureable loss of selected 
skills begin to take place. 

Dr. Billings notes that the "...predictive indices suffer from a 
progressiva decrease in discriminatory power with advancing age***", so 
we would be unable to measure performance capability in "...novel or 
itical situations." In neuropsychology very significant advances have 
been made during the last 10 years. Neuropsychological measures, in the 
hands of trained and competent examiners, can yield reliable and valid 
data with correlations with neurophysiologies! and neuroimaging results 
in the .90s. Subtle intellectual deficits can be identified with existing 
measures. A long list of some existing measures was offered in Elliott's 
(1985) paper, Aging Effects and the Professional Pi>ot . Aged normed data 
are available for many of the tests. Many of the measures have been used 
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with young military pilots and with older, intellectually bright, members 
of the general population. There is no published data on validation 
studies with older commerical pilots. 

Chronological age alone tells us very little about the status of an 
individual's brain and brain functions. Any performance test measures 
functional skills at a single moment. This is true for medicine as well 
as for neuropsychology or flight performance (check rides) measures. 
With longitudinal measures on performance tests, the predictive « power of 
any test increases and may suggest n trend. This mould hold true for 
the 25 year old as much as it would foi the 60 year old. 

Dr. Flinn notes that no index of "psychomotor functioning 11 exists at this 
time because there has been no formula established 1 for combining the 
functions of perception, intelligence, ' and psychomotor and psychophysio- 
logical skill levels into a "physiological index" of aging. While no 
physiological index of aging has been established, there has never been 
a need to establish such a single index. Many different factors contribute 
to flight performance. Each of these factors hac a different level of 
importance in the overall operation of moeem-day aircraft. Many, if 
not most, of the functions associated with the complex tasks involved 
in decision making in piloting a commerical aircraft have been identified 
and have been published. A review of different human factors related 
to flight safety and successful piloting were listed in the FAA 
publication, Psychophysiological Effects of Aging — Developing a Functional 
Age Index for Pilots; II. Taxonomy of Psychological Factors (April, 
1978). 8y collasping 135 identified facte rs involved in operation of 
aircraft, 12 common factors were generated. Those major factors were 
as follows: 



Reliable and valid measures which can evaluate each of these common factors 
are available and widely published. Age and education norms are available 
for many of these measures. 

In summary, while it is recognized that there are declines in some skill 
areas accompanying increasing age, the decline is not apparent in all 
skill areas and not every individual undergos a decline. When significant 



1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 
10. 
11 . 
12. 



Perception 

Attention 

Reaction 

Orientation 

Sensorimotor 

Stamina 

Coqnition/Mentation 
Experierc a 

Interpersonal Re' ?tions 
Personality 
Learning 
Decision flaking 
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decline exists in an individual, that decline can be identified with 
existing measures, even if the loss is subtle. A "physiological index" 
of aging is not needed. What is needed is e valid and tellable means 
by which pilot capability leials can be assessed. Such assessment 
technology currently exists. If every commerical pilot over the age of 
60 years were neuropsychological ly assessed every six months even slight 
changes in functijnel performance levels could be identified, monitored, 
and the etiology investigated. There is no valid reason why a well 
trained, mentally oiert, end physically intact commerical pilot should 
not be eble to continue es e pilot into his or her six i ties. 



Robert W. Elliott, Ph.D. 

Diplomats in Clinicel Neuro psycho loc , , 

American Board of Professional Psychology 



RE/tl 
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WRIGHT 
STATE 



School ol Me*cine 
Department ol 
Community Medicine 
P O Box 927 
Dayton OH 45401-0927 




W on* Siaie Untvers 



513 278-9185 



Dec ember 3, 1985 



Mr. Roger Thomas 

General Counsel 

U.S House of Representatives 

Select Committee on Aging 

Washington, DC 205*5 

Dear Mr . Thomas 

Im replj to your letter of November 25, enclosed are my commenta on 
Dr Charles Billings* letter of November 12 «nd that of Dr. Don Flinn 
of the same date, both to Mr, Rinaldo. 

The Select Committee on Aging is to be congratulated on conducting the 
very important hearing on October 17, 1985, clearly documenting the 
modern-day lack of any basis for an "age 60" rule on pilota. 

Sinc2rely yours, 



Stanley R. Mohler, M D. 
Professor and Vice Chairman 
Department of Community Medicine 
Director, Aerospace Medicine 

SRM/mer 

Enc losure 
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WRIGHT 
SIATE 

WfiQM State University 
Dayion Oh* 



School of ****** 
Depertmenio! 
Community Msd CW Wi 1 
PO Bo* 927 
Dsyion OH 45401-0927 

511278-9185 



December 3, 1985 



Mr. Roger Thorns 

Cenerel Counsel 

U.S. Eouse of Representatives 

Select Committee on Aging 

Washington, DC 20515 

Desr Mr. Thomas: 

Dr. Flinn's written cossisnts of Hovember 12, 1985 sre iru-ooostible with 
nod-m neuropsychiatry practices of th« FAA today in that -ha latter 
is routinely returning hundreds of airline oilote to duty w no vara 
nedirslly grounded with chemical dspendency conditions or other neuro- 
psychiatry illnsssee. The seas neurologic, psychologic, psychiatric 
and flight assessments applied to s fifty-fivs year old (or any other 
sge) elrline pilot to assess neurologic aental, behaviors 1 and performance 
competencies csn bs applied to a 60 year old non-chemicmlly dependant, 
non-mentelly ill, healthy pilot. 

Dr. Flinn there la no "physiologic index'* of aging- This ie a 
etrav-nsn since ebility to perform ee demonstrated on modern eimnlmtore 
end freedom fros. impairing dieeaee ae ehown by modern medical aeaeeement 
techniques sake it unnecessary to have a "physiological Index of aging.- 
Dr Flinn citee alcoholic pilotj he hae eeen who were etill damonatrattog 
considers ble proficiency. He doesn't stats that many of theme were un- 
doubf y identified early in their alcoholism or that thess mere em- 
countered prior to the inetitution of aodern eimulatore which will cetch 
even minor deter loretione in performance. 



Continued 
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Mr. Roger Thomas 

General Counsel 

Select Committee on Aging 

December 3 r 1985 

Page Two 

I have no idea why Dr. Flinn would maneuver T om a constricted corner of 
the rich, vast, modern tapestry of medicine, science and aviation. I 
can only hope that his court-room advocacy for the defendent companies 
in Johnson vs. American Airlines and Xervolino va. Delta Airlines haan't 
frozen in place his scientific objectivity The logic he applies In his 
letter would scuttle the present FAA alcoholic pilot and other neuro- 
psychiatric programs I am sure he supports. 



Stsnley R. Mohler, M.D. 
Professor and Vice Chairman 
Department of Community Medicine 
Director, Aerospace Medicine 

SRM/mer 
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STATE 



Srhoot ol M«dicme 
Department of 
Community Medicine 
P 0 Bon 927 
Dayton OH «5401 0927 




Wf.a*>* S'ate University 
Dayton Ohio 



513 i "*-9l85 



Dec caber 3, 1985 



Mr. Roger Thomas 

General Counsel 

U.S. House of Representative* 

Select Committee on Aging 

Washington, DC 2051S 

Dear Mr. Thomaa: 

Dr. Charlea Billinga' letter of November 12, 1985 to Mr. Ri^'ldo clearly 
erticulatea the former atate of affaire in aediclne and avUtion as 
existed twenty-flva yearn ago. That scientific progress in medicine 
and aviation haa far f ip^rcedel hia atated viewa la mora than amply 
demonetrated by the teettr y of the authoritative experts in aediclne, 
science and aviation on C.^ber 17, 1985 before the Salect Committee on 
Aging. In addition, the now common practice of the FAA in selectively 
returning hundreds of airline pilota to flight status who vers smdically 
grounded by disqualifying conditions object ivsly endorses the testimony. 

Dr. Billinge citea the poeeiMlity of e pilot developing dstexlorstlon 
of skills neceeaary for flig. c crev performance, yet he fail* to re- 
cognise that tha FAA regulerly checks for theec d etex lore t lone end quickly 
grounde eny pilot demonetreting theec. He decries "population vsrlsbiliCy", 
yet thie ie e very baeie for eliminating the "ege 60*' rule, that is, * 
many pereone don't "ege" ss feet ee othere end ere very competent at 
sge 60. Modern methode of health and performance eeeeeament will quickly 
identify theee two groupe. 



Continued 
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Mr. Roger Thomas 

General Counael 

Select Committee on Aging 

December 3, 1985 

Page Two 



The remaining paragraphs of his letter use phraaea am "sufficiently 
conservative", "persuaaive evidence", "validated predictive tests", 
"quite expensive and time-consuming", phrases that be does not define 
and, thus, sre meaningless. These same phrases could be used against 
the FAA's current special issuance practices for pilots grounded for 
slcohollsm, myocardial Infarction, coronary artery by— pas a surgery, 
stroke, depression, snd other serious illnesses. 1 essume Dr. Billings 
does not decry these modern FAA sctions snd his fsilure to do so flies 
in the fsce of his untenable stance today with reference to the sge 
60 rule. 

In cloalng I would note that Dr. Billlnga has become something of s 
legal activist, recently entering seversl general aviation pilot age 
discrimination esses on behalf of the defendent compmniea, cases in 
which the FAA age 60 FAR 121 airline pilot rule doea not even spply 
(for example, EEOC vs. Natural Gas Company, Williams et. si. vs. Hughes, 
and others) . I would not wish to speculate on his motives but do note 
that his views in thia respect are wholly Incompatible with those of 
the FAA and NASA (this latter his own agency), both agencies supporting 
the use of pilots over 60 years of age to operate their large jet air- 
craft, high performance experimental aircraft, and many other types of 
aircraft . 

With best regards, 



Stanley R. Mohler, H.D. 
Professor and Vice Chairman 
Department of Community Medicine 
Director, Aerospace Medicine 

SRM/mer 
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TODAY'S PILOTS 



LIVING LONGER 
ENJOYING IT MORE 



Proof positive that 
age discrimination Is unjustified 

BV STANLEY K MOHLQLMU 



^mfong with the advene news entangling 
/ % aviation today, let's take note of 
/ m food newt when it occurs. A re- 
X. crrrf report o^amkieabfe iknifl- 

cance tosflots khVcim IMi issued by the Secre- 
tly US. Department of Health and Human 
Services. HHS k we g ow mi ane nt s jajjof medical 
research and health services arm, idmMMtrfnf, 
atnoog other things, the spectacularly auctm/ul 
multitoo-dcflar National Instates of Health 
medical research program (the fiscal year 19*3 
NIH budget was $4 9 btibon, of whkh $140 msV 
bon was tor the National Institute on Agmg). For 
these eyendstures, we expect b me ftli and we 
an? getting them. 

Hn/tft !*4 reports that the general health of 
most Americans Is a nine on a 10-point scale. 
StrKTDik>daretolhebetter'heaimse|^entofall 



m segment of all 
he report has major implications for 
FAA medical certification poetries, for example, k 
shows that asa remit of improved health, Ameri- 
cans are living lonm w*th the fast est giu wh m 
portion of the piyulation being those who are 7P 
years old and older The report shows that the 
1983 life expectancy in the linked States reached 
nearly 75 yean, a whopping four yean longer 
than as recently as 1970, and seven yean longer 
than 1960. the year of the FAA's controversial 
"age UT mandatory retirement rule Ahhough 
this rule Is fat airfine pilots only, it adversely af- 
fects general aviation because some misguided 
nonevuhon-oriented managements eke it to pre- 
maturely and illegally discharge healthy, per- 
forming, older pilots from flight duties. These ac- 
tions have involved pipeline patrol, wildlife 
conservation, corporate and flight te*> pilots. * 
well as pi let* m other categories of general avia* 
tion In no case of pilot age discnminaiion has 



IndMdoal health statue or individual pflot ca- 
psm% been cke4»*earth« been a ptewkh 
current FAA certification. Rather, the archaic gen- 
eraiibes of the age-W rule an deed— an out-of- 
date rule, as undetsuead by the HHS report that 
We e xp ec ta m y was increased seven yean afoot 
mss regulatory retic was instituted 

recent lemsefcabk increases in the longevity and 
health of Americans: improved eating habits; 
I — rTj l i nm ii i i n n H lfthihki ih m asiiii 
tobacco smoking; decreases in tire consumption 
of alcohol; hoeeees in sensJbfceetrdsc activities; 
and the greater a chiev ement of adeouarerestoaa 
regular beats. There fisVstyte practton have been 
increasingly adopted by mfflfom of Aanerkans, 
especially since the late 1960s. Phenomenal 
progress also has been made in marry medkal 



Temofthouaatidiofarfdkfonalp^c 
would be expiring of now-preventatfe diseases tf 
this progress had not taken place. 



To Uluatrate further the spectacular achieve- 
ments continuing to occur In longevity and 
health, a person in the United States who reached 
age « in 19*3 can expect to five another ltJ 
yean today Many are bvmg to be 100 yean old 
The 1900 census counted llOOO persons alive m 
the United States over 100 yean old— a record 
figure, and cftmbmg daily. I know oi at lew one 
centenarian who recently look her first airplane 
nde. A significant number of our older citiaens are 
mentally clear, physically healthy and are thing 
normal fives. Some are acrobatic and/or racing 
pilots, some are presidents of corporations. One k 
President of the United States. Figure I (p 32) 
shows the number of active pilots in the 1 -t«i 
States tvho are over the age of 60 as documented 



9 

ERIC 



7j 



75 



by the FAA These art at record num- 
ber! and reflect modern health and im- 
proving health trench in the United 
State*. Rve of the pilots in the over-85 
bracket arc 90 years of age or older. It » 
interesting to note that the number of 
active pilots over the age of 60 in the 
United States exceeds the number of pi- 
lots in moat of the rest of the world. 

Between 1970 and 19S3, heart disease 
death rases precipitously dropped 26 
percent and strokes decreased by a stag- 
gering 46 percent These improvements 
in our overall health occurred because of 
the above emphasised points, cspc- 
daDy. decreased cigarette srnoUng; ba- 
ler control of hypertensKxv better diag- 
nosis and control of dUbetea; better 
control of chostaswol intake and tow- 
ered blood chokscgol levels; better 
management of obesity; increasad exer- 
cise; and marked dtcrtasei in the 
amount of per capita conaumptton of al- 
cohol Other factors, of course, play a 
role, but these are some of the major 
toon. Mo* are under the WMduaTa 
direct control. 

It is now much more dearly under- 
stood by scientists and phyUdans mat 
the normal aging process b just that— a 
continuation of the normal develop- 
mental process, with genetkaJry pro- 
grammed changes that evolve on pun 
throughout life, from conception 
inrough infancy to old age. Any pareon 
can be a potentially healthy, functioning 
centenarian with an essential absence of 
sigrdficant disease. In this respect, the 
aging process itself is now known, as 
stated, not to be a disease but rather a 
prog ram med, genetically encoded, con- 
tmumg develo p mental process. When 
understood in this modern scientific 
light, chionoiopc age is not abused as 
an arbitrary marker for tutting healthy 
motivated capable persons from activi- 
ties or work where they are fuDy queli- 
fted. The 1961 White House Conference 
on Agmg called for an end to mandatory 
mawnnimaa^recajireTrient*-- a recogni- 
tion of medical progress and the almost 
criminal wastage of productivity 
through the arbitrary use of premature 
mandatory retirements. Die old preju- 
dice that dale of birth is a valid justifica- 
tion for removing a capable motivated 
mdi^duel from gainful employment— 
whether that of pilot or otherwise i s 
no longer justified from medical, opera- 
tonal, behavioral, moral, ethical or 
safety standpoints A mandatory age-oO 
"service hmit" for pilots in any segment 
of aviation is an unjustified anachronism 
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Figure 1 

The waters/ attwe fUttt in tee 
UnterfSMnatoarrwrr^fff 
asjssra sy age tracts! east sex 
Ase Male 

*W4 27,5*4 771 

«-W 10,507 US 

70-74 ZJH 42 

75-7» Til 22 

K44 112 3 

45 and over* 42 0 



Grand MljfclMM 



1152 



Since 1970, heai< 
disease death rates 

have dropped 26 
percent and strokes 
have decreased by 
48 percent. 




today Health assessment plus individ- 
ual performance evaluations can ade- 
quately determine an individual's status. 
In the final analysis, the absence of im- 
pairing disease, the ability to perform 
and the motivation to continue consti- 
tute the valid means to allow older per- 
sons (or persom of any age, for that mat- 
ter) to continue In various pursuits, 
including flying. 

in addition, modem medicine now 
recoar ua e s that diseases arc acquired 
"add-ons" to the normal developmental 
process (unless genetically Inherited as, 
for example, occurs in the condition of 
Duisculax dystrophy). Disabilities, loss of 
medical certification and death are the 
result of acquired or inherited di se as es 
or accidents. The dassk scourge infec- 
tious diseases have been largely elimi- 
nated today, in contra 4 to their ram- 
pages in the pre-antfbiotic era. Many 
cancers arc under control today, thanks 
to carry diagnoses and better treatment 
More than 50 percent of today's cancer 
victims arc receiving "cures," a percent" 
age Iswsjajad severaitold in the past 
quarter century, in add-on, various in- 
herited diseases arc cured or controlled 
today to an extent never before believed 
poasMe. (For example, a spednc Kvcr 
ccaeaac, "Wlson's disease/ uratormly 
fatal until recently, can now be treated 
two ways, each offering complete con- 
tsol — and one gives a complete cure. 
The disease la an Inherited "copper stor- 
age*' ccacaae, where copper is execs* 

ever greater tmounts throughout child- 
hood and Into the keenagc period. The 
unfortunate victim cannot eliminate 
copper in the bile as is normall y done. 
Gradually, toxic sy mptom s - vetop, 
usually in the teenage or young adult 
stage, when copper spills over into ihe 
nervous system and elsewhere in the 
body. The patient loses the ability to co- 
ordinate body movements and ulti- 
mately dies of this or liver deterioration. 
Today, penicillamine, if introduced soon 
enough, can be used on a regular basis, 
allowing the liver to move the copper 
out, thus saving the individual for what, 
in essence, becomes a normal continu- 
ing life A more radical treatment is that 
of liver transplant A new liver can be 
put in place, providing a total cure 
These recent developments are exam- 
ples of the spectacular medical advances 
that are characterizing all aspects of 
medicine today) 

The highly successful surgical by pass 
procedures used to treat coronary artery 
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disease and the recent coronary dilation 
techniques performed with long thin, in- 
flatable balloons placed temporarily 
in the coronary artery ("balloon 
angioplasty'!, are allowing the safe re- 
turn of hundreds of pilots to hill unre- 
stricted flight sums These pilots are in 
all categories— student, private, com- 
mercial and airline. These ''plumbing'' 
corrective procedures for obstructed cor- 
onary MocH vessels result in markedly 
improved blood flow to the heart mus- 
cle Many of the restored pilots had 
abused their health through life-style 

Cacnces that promo te d high nsk factor 
r coronary artery disease during then 
young adult lives. Following surgery (an 
attention-getting experience), many 
have decreased their cardiovascular rak 
factors and have essentially become nor- 
mal, healthy individuals. 

In the neuropsychiatry area, hun- 
dreds of pUots have been safely returned 
to Might status following protracted 
bouts with alcohol and the diagnosis of 
alcoholism Today, with our better un- 
derstanding of the bram and Hs associ- 
ated nervous system, along with mod* 
em neurological assessment techniques, 
addicted pilots who quit drinking alco- 
hol can be returned to unrestricted flight 
duties following an evaluation of their 
general health ,.nd functions of mem- 
ory, logical thought, emotions and co- 
ordination, demonstrating that no sig- 
nificant damage has been incurred. 

Paralleling the spectacular medical 
advances ated above are operational ad- 
vances in assessing pilot perforata net 
capabilities There are modern simu- 



lators today that are so valid in regard to 
duplicating real-life flight conditions 
and aircraft characteristics that a pilot 
may receive an FAA type certificate in a 
given aircn't through training received 
only in the simulator for that aircraft 
The first time these pilots carry passen- 
gers m reverie flight can be their first 
flights in the aircraft following simulator 
training. Simulators can load the pilot 
with escalated and compounded opera- 
tional and emergency procedures that 
would be unthinkable during actual 
flight checks in an aircraft If there is any 
question about a given pilot's health 
and/or performance capability, ft is very 
dear that these am be fully assessed to- 
day, and, in fact »uch assmrmnti have 
become routine. 

to further comment on pilot longevity 
and the age issue, every study of aircraft 
accident data concerning accidents ex- 
perienced by axraneraal- and ATP- 
certificated pilots m general aviation 
(use of these data ccrtrofs for the inex- 
perience factor) shows that the accident 
rate per thousand pilots decreases by 
age of the pilot (see fruit 2, below). 
This is the basis tor the FAA's refusal to 
institute an age-60 rule in air taxi air 
commuter, corporate, fHght In str u ction, 
flight test aerial appUction, charter or 
other non -airline commercial opera- 
tions, all part of "general aviation" 
There is no age-60 HmK m Part 67 of the 
Federal Aviation Retaliations, the part 
prescribing the first-, second- and rhird- 
dass medical certificates. There is no age 
limit in Part 91, the general operational 
regulations, & J there is no such both in 



Part 135* covering air taxi and air com- 
muter oprrabons. The only \JS regula- 
tory upper age limit for pilots is m FAR 
Part 121 and covers only the captain and 
copilot— not the flight engineer Many 
countries have no governmental age-60 
limit for any puot inducting our neigh- 
bors, Canada and Mexico. 

The FAA age-60 regulation had as its 
original justification the 1940s and 
1950s heart disease epidemic found 
then in many adult males of the Ameri- 
can population. Abo at that time, poorly 
understood mental and cardiovascular 
conditions, many rehted to alcohol to- 
bscco and other factors but not then tied 
to these by the medical or lay commu- 
nity, were cited ct the Histifcation as the 
result of aging. These original iostinca- 
tions have been eradicated by the spec- 
tacular progress in medicine, improve- 
ments in health and lengthened lifespan 
as documented by HHS. 

In summary, there seems to be within 
organized societies an inherent ten- 
dency by some elements to attempt to 
extend unnecessary controls and limits 
to other segments of society, sometimes 
invoking outdated concepts to justify 
the institution or continuation of preju- 
dkial policies. We must fight this ten- 
dency to the exeatest extent possible, 
whether irigtnauAg in government or 
various industries, ere our flying incur 
additional deo in ient d re st rkiiombssed 
on mvahd or outdated assumptions. □ 

Or Stanley R. Makier. «om ww, received 
the 19$4 Imrmct f Sknrwlet Award. 
He a director of aerotfct medicine 
at Wnekt State Unrwemry. 
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DAVID B. VINSON, Ph.D. 



1107 I 
Houston. T«xm 7 7025 

(7131 7901663 December 12, 1985 

Mr* Roger Thomes 
General Counael 

U* S. Bouae of Repreaentatlvea 
Select Committee on Aging 
Washington, DC 20515 

Dear Mr* Thomaa: 

Thank you for the opportunity to comment on the effecta 
of aging on human performance* 

By training, atudy and profeaalon 1 am a p aychologiat • 
Psychology haa been called the aclence of individual differ- 
ences, and the challenge of paychology haa been to perceive, 
identify and meaaure iadividual differences in increaainffly 
reliable snd valid wsys* 7 

None save a fo^l would aay "all women are alike - , "all 
Texens have oil wells", Ml Catholica eat fiah on Friday*" 
we recognise that although the membera of a group may have 
ajDme chara c t eri a t i c in common — femaleneaa, a home in 
Texaa, Catholic faith — there la no implication that each 
member of a group is identical in all respects to every 
other member of that group* 

But in the event one doss NOT recognise snd honor the 
essentlsl differences in individusls, the United States 
government has lsws thst insure thst s person's membership 
in s psrti^ 'lsr sexuel, ethnic o . religious group does not 
over-rid* the fsct thst esch individusl is unique. How than 
does s government countenance s rula which alleges all 
pilota become aupernumerary on a sixtieth birthday? 

How accurately can one quantify individual differencea? 
Psychology la at once one of the oldeat and one of the 
newent sciences. Differencea in individuals have been 
formally obaerved, named, claaaified, and meaaured by 
psychologists for s hundred or more yesrs but long before, a 
Shakeapeare could aay of Lady Macbeth, 'Methinka ahe doth 
proteateth too much." Ps ren t he t i csx 1 v , he did NOT say, "all 
Danish women of title pretend to an undeserved innocence." 

Whether old ~r new, the heelthy ecientific diecipline 
drsws upon its sis ter-ecieucaa to brosden its observstlons 
define its ciassif icstions, snd refina its measurements 

thu* fulfilling the obligstion of science, prediction . 
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TO: Hr. Roger Thomas 
December 12, 19 P 5 
page 2 



The Individual scientist also has obligations: he must 
maintain f . "ii li ar it y with investigations and literature 
which sre compatible with snd sgalnst his own position, 
snd he may make scientific comment s only when his trslniag 
■ad experience so quslify him* In responding to your 
request thst I comment on enclosures regarding Dr. Charles 
ti. Billings nod Dr. Don E. Flinn, I will attempt to keep 
within my area of expertise (shown in Enclosure 1 f my 
curriculum vitse). I am told Dr. Billings is certified by 
the American Board of Preventive Medicine in Aerospace 
Hedicine, and Occupational Medicine. Dr. Flinn, whose 
orient at ion has been described to me a a psychoanalytical, is 
Chairman, Department ot Psychiatry, Teraa Tech Univeraity 
School of Medicine. 

From the encloaurea you sent, it appears Drs. Billinga 
and Flinn ta".e the position that performac . by operatora of 
man-machine systems depends o» a sufficient supp. 1 / cf 
oxygen. I agree, so far as th«i goes. But estimating 
equations which predict a pi on s performance from his 
oxygen utilization consumpti-a s_t^ » level of statistical 
slgnlf 1 c ance have not been reported c > my knowledge* Also, 
while Tiiwllium-Techoitiu'j scanning haa been reported an a 
tool in -the assessment of cerebral blood flow, a scsnn'ng 
technique usinq Xenon is superior (in the opinion of John S. 
Meyer, M.D. , Di^e-tor of the Cerebral Blood Flow lab and 
rrofessor of Neurology at the Baylor University College of 
Medicine)* Xenon is the technique of choice bince it 
presents fewer tlooc'-brain barrier problems than doea the 
Thallium .erhn~tium technique* (Enclosure 2 ia an old paper 
of mine; this was s preliminsry report on tht relationship 
between man-machine operator performance and oxygen utili- 
zatlon/couaumpt'.on . Bu r I must incline further lament on 
zz rebr al blood flow aa I am not qualified aa an expert in 
t t area.) 

Drs. Billings and Flinn comment on **ests of cognit ive 
function," and in that area I do quc«~fy aa an expert. 
Certainly, I would agree with Dr. Flinn'? poe'tion that 
no formalized equation exists which would integi :te all 
of the perceptual, intellect ual, psychomotor, and pay cho- 
phy si ologi cal 'unctione* There are, however, techniquea 
which predict flying performance under routine and under 
emerge^'y conditions whicn are (a) age related and (b) 
correlated with audi ohysiological functions aa are measured 
by event-re? ated brain potentials and bio-chemical markers. 
My technique wh<ch fulfills these criteria is PRIME , first 
presented as long ago aa 1973 at the 8th International 
Symposium on Aviation Medicine. In the intervening yesrs, 
PRIME haa rout inely evaluated t houaanda of pilot a; used , 
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TO: Mr. Roger Thoaee 
December 12, 1985 
page 3 



too, in an PAA funded study in 1980, an 'addendum" to tha 
Thouaand Aviator Study* of tha U.S. Navy* There are ottaar 
age-related techniquea which can detarnina an individual's 
level of function, aoaa developed by as and aoaa developed 
by others. It auat be raaeabarad, however; understanding 
doee not ccas f roa tha daniel of saerglng technology. 

For your edditionel inforaetion: Enclosure 3, notee 
prepared fo. i»y sppeerence ee expert witneee in a ceee of 
alleged age dipcriainetion; end Encloeura 4, e peper given 
et the ^5th Internetionel Congreee of Avistion end Space 
Medicine (Helelnkl) which preeente ay theoratlcel orienta- 
tion to the efficte of eging, dieeeee end trauaa on huaen 
inforaetion proceeding. 

Again, I appreciate your confidence in aekiug inquiries 
of me, and &m pleaeed to respond. Pleaae cell on ae for eny 
eleboratlon or additional inforaetirn which I cen provide 
end which ma/ b* useful to you* 

Very sincerely yours, 




Devid B * Vinton, Ph.D. 

fnclisures. ae cited 
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Summary 

Twen ty-two patients with u -»r, non-psychotic major depression were evaluated 
with a neuropsychological test battery. The endogenous patients performed more 
poorly than the non-endogenous on the test battery as a whole. When compared to 
performance mrms obtained from non-depi?issed control*, both E and NE groups 
showed performance impairments on the majority of subtests in the battery. The test 
battery employed in the presw t study may be clinicalN useful in assessing neuropsy- 
chological alterations in patients with mild to moderately-severe depression. 



Introduction 

Alterations in memory, concentration and decision making are accepted concom- 
itants of clinical depression and included as diagnostic symptoms for Major Depres- 
sive Disorder by both the Diagnostic and Statistical Manual III (APA 1980) and the 
Research Diagnostic Criteria (Spitzer et al 1978). The empirical evidence for these 
neuropsychological dysfunctions is based primarily on severely depressed inpatients. 
These data suggest that moderate to severe depressions are associated with deficits 
on neuropsychological and memory tests. In contrast, more mildly depressed pa- 
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tients have not been consistent in showing experimental evidence of impaired 
information processing and memory (for reviews, see Miller 1975; Stromgren 1977- 
McAllister 1981). 

The present report provides empirical evidence of impaired information process- 
ing and memory in a sample of mild to moderately depressed, unipolar, nonpsycho- 
tic, in- and outpatients. Further, the neuropsychological functioning of pa #s «mts 
classified as endogenous and non-endogenous define* hy Research Dtag stic 
Cnteria (RDQ (Spitzer et al. 1978) is examined. The test procedure used in the 
present study provides a clinically applicable means of measuring neuropsychologi- 
cal functioning in mild to moderately depressed patients. 



Material and Methods 

Subjects 

Subjects were 17 outpatient* and 5 inpatients seen in the Affective Disorders 
Unit, University o f Texas Health Science Center. All subjects, interviewed according 
to the Schedule ior Affective Disorders and Schizophrenia - Life Time Version 
(Endicott and Spitzer 1978), had RDC diagnoses of peripolar, nonpsychotic, major 
'tpressive disorder, and at the time of neuropsychological testing, had a 17-ifem 
Hamilton Rating Scale for Depression score of great** than or equal to 14 (Hamil- 
ton I960). Nine of the 22 patients tested met criteria for endogenous (E) depression 
by RDC. The remaining !3 patients were non-endogenous (NE). All patients were 
free of psychotropic medication for a minimum of 5 days prior to testing. 

Test battery 

Standardized neuropsychological test battery composed of both previously devel- 
oped and new tests was used. The test battery, developed by Vinson (1973) assesses 
the accuracy of visual and auditory : ~ formation processing and memory, as well as 
visual filtering and visual-motor performance. Validation studies show the test 
battery to be culturally fair, and sexually and e1ucationa"y unbiased (Vi <son et tl 
1 976). 

The battery has previously been used in studying psychobiologic*! decline associ- 
ated with aging (Vinson 1978a, 1980; Mohler 1981), altered nates of consciousness 
following *2cohoI ingestion (Vinson 1978b) and has been correlated with specific 
event-related brain potential (Williams and Dubrovsky 1979). This battery has also 
been tested in psychiatric populations to evaluate its relationship to descriptive 
classifications. Using independently determined DSM-II diagnoses as validation 
criteria, test findings were compatible with a disorder of thinking, feeling or behavior 
(Vinson 1979). 

Data from the test battery were analyzed usin/j a computer software program 
called PRIME, which utilizes a normative data base of over 10,000 subjects aged 
15-84, in the proportion found in the total population of the United States. The 
data base includes non-supervisory, supervisory and managerial subjects, as well as 
scientists, t xecutives, athletes, piloa, and several classes of unemployed persons. 
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The fiv tests included in the test battery are scans* spans, trailmaking, color-word 
and mental time sharing. The specifics of each test follow, 

(i) Scans 

In the scans test of visual memory, the subject faces a scr ?n or vlach a series of 
9 cell (3 x 3) matrices are sequentially projected. Each cell in the matrix contains a 
number from 0 to 9, with one number missing in each trial The subject scans the 
display for 3 sec to determine the missing number; subsequently, 3 sec are provided 
for the subject to writr the number on an answer sheet A total of 20 trials or 
displays is given. For each display, the numbers are arranged in a Afferent order 
and the missiug number is varied. 

(ii) Spans 

The technique of measuring auditory memory without retrieval, first developed by 
Buschke (1963), is adapted for the spans te»t of short-term auditory memory. The 
subject listen* to an audiotaped presentation of 8 of the 9 numbers from 1 to 9. The 
numbers are presented >i- random order at a rate of 1/sec. The task is to determine 
which number was not presented and write it on an answer sheet. Twenty trials are 
given. The missing number and order of numbers varies from trial to trial 

(Hi) Trailmaking 

The trailmaking test is the standard part A of the two-part test developed by 
Rcitan (1958a, b). It requires the subject to connect, in sequential order, the numbers 
from 1 to 25 that are printed randomly on a page. The resultant visual motor speed 
score consists of the time (in seconds) to complete connection of all 25 numbers. 

(iv) Color-word test 

Color-word test uses the Stroop color word test (Stroop 1935) to measure rate of 
visual filtering. This test presents names of colors printed in colored ink, with f! t 
wo:k and the ink color mismatched. Visual filtering is invoked when the subjea 
must suppress the word name and verbally respond with the ink color. Rate of visual 
filtering is the time in seconds for the subject to respond to 45 stimuli printed ou a 
5x9 card. The speed score reported is the time in seconds to respond to all stimuli 
on the second of two trials using the same stimulus card. A measure of the number 
of 'errors* is also taken, defined as fhe number of incorrect responses. 

(o) Mental time sharing 

Mental time sharing (MTS) is a task developed to assess the ability to carry out 
simultaneous attentional and information storage/retrieval operations (Vinson and 
Walter 1977). In this test, the subject listens to audiotaped presentation of numbers 
in random order at a rate of one numb* per second. As in spans, the task is to 
determine the missing number for each trial. After the numbers are presented, 
however, the response must be delayed for a 10-second pause period. Following this 
pause, the subject responds by writing down the missing number. Then the subject 
must write down, for as many as remembered, the numbers actually presented in the 
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TABLE I 

DEMOGRAPHIC AND DEPRESSION SEVERITY DATA 



Endogenous Noo-ee* * ^§ enout 

(o-9) (n-13) 



Sex Female t 9 

Mmk 1 4 

Race White 7 13 

Black 2 0 

Aee(yr) mean(SD) 37.6 <|U) 37.9(9.1) 

Education mean (SD) 144 (M) 14.4 (2J) 

HRSD roean(SD) 25.2(4.5) 713(54)) 

BD1 mean (SD) 26.9 (5.6) 243 (105) 



order of presentation. Trials are given for spans of 5, 6, 7 and 9 digits. In scoring, 
credit is given for the trial only if the missing number is filled in correctly. 

Procedure 

On the cay of testing, each subject was individually administered all 5 tests of the 
battery and was evaluated with the 17-item Hanr^on Rating Scale for Depression 
(HRS-D) (Hamilton 1960) and the 21-nerc Beck Depression Inventory (BDI) (Beck 
et aL 1961). Results of PRIME testing were obtained in .pendent of and bLnd to 
the clinical diagnosis and severity ratings. 



Result! 

Table 1 presents basic demographic characteristics of the endogenous (E) and 
non-endogenous (NE) subject groups. The groups did not significantly differ on any 
of these variables, using chi-square tests for sex and rac: variables, and /-tests for age 
and education level (all P ^ 0.05). T-tests on HRSD ai d BDI revealed that severity 
of depression was equivalent for the groups as w*JL 



TABLE 2 

T SCALE SCORES COMPARING DEPRESSED SUBJECTS TO CONTROLS ■ 



Eo'lofcnciu Non-endofenoui TouJ Sample 

(n-9) (n-13) (n-22) 



Scan* 53.89 (li.12) 54.62 (10.10) 54 J2 (10.27) 

Traumaking 33.1* (!4J») 41.72(11.91) 3U3(13J$) 

Spani 47,28 (10.71) 53J« (9.16) 5a95 (10.10) 

Color word to* 4|.29{?2.73) 46^1(13.13) 44J5 (12J2) 

Mental time therm* 35.6* ( 9.0!) 46.25 (10.12) 41.91 (10J6) 



* Standard deviations *w ibowu in pure theses. 
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TABLE 3 



COMPARISON OF RAW SCORES IN ENDOGENOUS AND NON» ENDOCRINOUS PATIENTS' 





Endogenous 


Non-t ogenous 


t 






(n-9) 


(r.-I3; 


W-20) " 




Scans 


17J3 (3.08) 


18 Jl 


-1.09 


0.29 


Trailmaking 


4A.57 (1182) 


40.83(11^1) 


1.42 


0.17 


Spins 


12.44 (3.8.) 


14.38 (3.45) 


-104 


003 


Color-word test 


45.73(11.82) 


47.06 (20.65) 


-0.17 


0.86 


Mental time sharing 


35.33 (25.60) 


55.62 (25 Jl) 


-1.84 


0.08 



■ Standard evasions are shown in oaren theses. 



Test scores for all subjects were compared by the PRIME computer software 
program to the distribution of data base scores obtained by an age-matched 
population of normal subjects. The resultant T-scale scores on the 5 tea are 
presented in Table 2. The /-scale score is based on a normal distribution with a mean 
of 50 and standard deviation of 10. Thus, a /-scale score of 50 represents a 
performance level at the mean of the distribution of scores obtained by the control 
population. Scores less than 33.6 are significantly reduced (one-tailed P < 0.05). For 
the endogenous subjects, the scores on four of the five tests indicated a somewhat 
decreased performance, but only the trailmaking test was significantly lowered 
(P < 0.05). While non-endogenous subject* scored below the mean of controls oa 3 
of th* 5 tests, non of these reductions were significantly different than controls. 

Table 3 presents mean raw scores on the 5 tests and values derived from Student's 
/-tests comparing £ and NE groups. Performance on all 5 tests was consistently 
poorer in the £ than in the NE group. A paired /-statistic cal ulated on the PRIME 
battery as a whole reveaied a significant difference between endogenous and 
non-endogenous groups (/-3.74, with 4 df, J><(P*). Student's /-tests failed to 
show significant difference between £ and NE w oups, when each of the 5 
individual PRIME tests w^ .alyzed separately, although the raw data would 
suggest that mental time sharing would be most sensitive in differentiating these two 
groups. 

Raw performance scores from the test battery were correlated with depression 
severity ratings (HRSD ^.id BDI) for the total patient sample, and separately for E 
and NE groups. None of these correlations was significant 

Discussion 

The present »tudy evaluated the neuropsychological performance of patients with 
mild to moderately severe non-psychotic, unipolar major depression. Th~ results 
provide confirmation of previous findings showing deficits on cognitive, memory 
and information processing tasks in depressed patients. Performance level was 
igruficantly below normal on the trailmaking test in E, but not NE, depressive*, As 
a ♦imed, visual-motor task, trailmaking may be influenced by psychomotor retard*- 
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lion. Since one of the identifying symptoms of E depression is psychomotor 
retardation, the significantly poorer performance by E depressives may reflect 
psychomotor retardation in this group. 

Despite the iack of statistical significance, results also provide evidence of 
impairment of performance on the majority of tests in the battery, even among 
non-endogenous patients. In considering the implications of these results, one must 
consider that the performance scores were analyzed as group data; and within the 
group the pattern of performance on each test varied from subject to subject: for any 
given test, performance by some subjects showed gross impairment, while perfor- 
mance by other subjects was normal. Because sucL wide variations exist, group data 
tended to obscure the actual severity of deficits exhibited by certain subjects on 
individual tests. It would be of interest for future research to examine the potential 
diagnostic and prognostic implications of differing patterns of performance on the 5 
tests. Further, the results of the present study suggest that type of depression (E vs. 
NE) plays a role in determining performance level. 

The test battery used in the present study is a standardized, easily administered 
instrument which may provide a clinically useful test for detecting alterations in 
neuropsychological functioning in both in- and outpatients with mild to moderately 
severe depression. Whether the PRIME test procedure may also be clinically useful 
in distinguishing mild to moderate major depressions f*om early dementia or organic 
affective disorders for wh ii greater impairments on the tests are likely deserves 
study. 
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12-12-85, 9:00 AM 

NOTES: D. B. Vinson, Ph.D. 

P«g* 1 

The bio-electrical and blo-chemlcel inveetlgetlons of biologic psychiatry 
have replaced psychoanalysis in nan's attempt to understand and explain mental 
functiona and disorders. It is ay position that recent investigations in 
physiology and neurobiology provide psychology with the necessary and suffi- 
cient information to replace (or to integrate, at least) the human factor 
model of performance which has been limitsd to measures of psychomotor and 
abstract functiona with the broader measures of the neurophysiolglc modal. 

In science, there has often been a reciprocal relationship between theory 
and the development of instruments. An instrument gene ret es a newer theory, 
and a new theory calls for development of instrumentation to test the theory. 
For examples, prior to 1944, pathophyeJology of the central narvoua system was 
assessed by the paaslve electroencephalographlc recording of the brain'a waves 
(the EEC). In 1944, Dennis Hill, M.D. hypothesized the presence of electrical 
activity in the brain beyond that eeen in the pessive EEG; he introduced 
hyperventilation and elicited those suspected petterns. In 1953, photic 
stimulation (active EEG) wee used by V. Grey Welter, D.Scc to investigate the 
subclinical spike end wave dlechergee associated with petit mal epilepsy. 
Eleven years later he developed instrumentation which enabled him to "teaaa" 
out the recording of e eubtle electrocortlcal elgn of breln ectlvlty, the CNV. 
Later, the CNV wes recognized ee the flret "event-related breln potential ," a 
demons trsble electrical eign thet e brain waa computing the probability of the 
occurence of en event. Welter end I discussed the likelihood that presenting 
s subject with e teak of information overload would diminish ths amplitude of 
hie CNV; subsequently, the technique of mental time-sharing waa developed by 
me to eeeeee overload on human performance as that wee mirrored in the CNV and 
other event releted brain potentlele. The teet of mental time charing could 
have been developed without the CNV; end the CNV had existed even when there 
waa no instrument to observe it. Only when teet, CNV end Instrument came 
together could the worth of the teak of mental time-sharing be eeen. 

Williams end Dubroveky, McGill Univereity, geve :ha teek of mental time 
eharing to aubjecte while the CNV wee monitored. Ihey found "the reeulta 
clearly reveeled that the ampi^ude of the CNV provide* an objective index for 
the evaluation of brain ect' *ty during performance of e teek of mental time 
eharing." There wae, in fact, a etetietically aignificent agreement between 
performance on the teek of mental time-eherlng and the CNV amplitude. 

Aleo in 1979, Michihiko Nekamura et el reported in "A comperieon of the 
CNV in young end old eubjecte" that the avera ge CNV amplitude under reinforce- 
ment conditions decreases prominently et agee over 65 years, but as I had 
begun to dlacover elt hough there were dlfferencee in the me ana of performance 
of eubjects separated into ege groupa, there were greater individual dlffer- 
encee within the groupe than there were dlfferencee betwen the age-apecific 
groups. 
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The exchange between theory and instrumentation haa alao oc cured In 
neuropsychology. **** **tlt*d aa "what paychologiata do,- psychology may b« 
, «» Enoch Callawy racantly euggeoted, -that " branch of Information 
aclanca which deals with living ay a tame." 

Ia 1952, tha tbaaia for my doctorata at tha University of London hypothe- 
sised one aaaantial diffaranca batwaan living and non-living .y.teme: whan a 
non-living ayataai la la o la ted and placad in a uniform environment, molaculer 
activity ceaoo dua to friction, and thia and eteto in which no obaarvabla 
change may ba datactad la termed tha "etete of maximum entropy." But, whan a 
living system la iaoleted and placad in a uniform environment, it haa tha 
ability to maintain ita sxlstlna order by aatabliahiag en "axchanga* between 
ltaalf and ita environment." 

Schrondinger bad hypo tha aired that the capacity of e living system to 
maintain itself on e low entropy level vat aoeoclatad with the molsculer 
srTsngementa char act arising ita hereditary "materiel.- It wee my h>pothssls 
,tnet fsilurs, or success, of e living eyetem to maintain Ita "order," might ba 
datactad by rapr-uad eeeesemente et differeat time Uervsle. I outvoted the 
f # ^,. paychobloloilCml * cllM " fo aes-ribe . perticuler livinc eyatem'e 
inability to maintain ita prevlouely etteined level of function, end recommen- 
ded the dsvelopment of objective maaaurae which would ba cepable of detecting 
avan aubtla ehlf te In p eye hob iolog leal Integration. 

Whan Vainer and Shannon reported e a tat let leal maaaura for negative 
antropy (Schrondlngar »a negontropy), it appeered that the recomended objective 
■aaauree for tbs ssseeemant of psycho biological daclioe could bt beeed on 
information theory." 

Thue, in a 1967 paper, "Information procaeslng In man-machine systems," I 
proposed e model for hums;; Information proceeelngt "Phyaicel energy le 
transduced into neural activity by rocoptoro. Thie encoded neural activity le 
transmitted ovsr channels of limited capacity to a V-entrel proceaeor.* On 
the baa la of tha central proceaaor' a ability to integrate thla information 
with a to red information (the reverbaretory circuita and/or information encoded 
in e nucleic ecil chain), a decielon la raeched which 'attempts' to maintain 
nomeoateele -- the exletlng laral of negentropy." 

In developlnf objective meaeureo for tha eeeeeemsnt of psycho biological 
decline. It wee my contention thsr such aaaeeamente amet be cona trained by 
certain eeeent islet 

1* Cultural and educetioaal blae ahould ba minimal. Taet performance 
ehould reflect e "biologicei intelligence," rether than the resets of 
ecadaaic opportunity. 
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2* Tests or techniques should be cipsbl* of detecting chsnges In level or 
rite of Information processing sssoclsted with aging or with structural 
chsnges In tbs nervous system. A test or technique which could not 
reflect such profound chsnges ss occur with neurosurgical procedures or 
sltered ststes of consciousness with anesthessls could not be expected to 
reflect more subtle sit erst Ions In the Information sxchange between the 
cerebrsl cortex end aub-cortlcel centers* 

3* The Information processing tssk losds of the subsets of an examination 
system should hsve s demonstrable sssoclstlon with blo-electrlcsl snd/or 
blo-chemlcal activity* 

4* TbbY losds for subtests should be defined, snd test item* for each 
definition should be of equivalent tssk loading* 

5. The correlstlon between bssellne and retest performances should be st 
s level sufficient for the construction of estimating equations which will 
predict retest from baseline performance* 

6. The correlstlon between btsellne and retest performances should be st 
s level sufficient to use standard realdual vslues to report shifts from 
baseline performance a' specified time Intervale* 

7* Performance on the teat a or techniques should hsvs s demons trsbls 
sssoclstlon with externsl criteria, for examples job performance, control 
of s man-machine ayatem, certsln DSM-III cla*slf lesions, snd stc. 

8* Tests or techniques should be sufficiently Interesting to maintain the 
subject's level of attention, ahould not be unduiy fatiguing, and should 
not be ao difficult "3 to be dlacour aging* 

9, The examination ahould be capable of being Integrated with other 
Information aubaeta auch as the "Cooperative Action" model of Adey and 
John (a hypothetical overall pattern of electromagnetic wavea by sensory 
atlmull which reaonate with patterna prevloualy atored In memory) . 

Accepting auch conatralnta, my ef forte to develop objective meaaurea for 
the assessment of paychoblologlcal decline led to an Information system, 
PRIME, which 1 first reported In 1973. PRIME conalated of a aerlea of tsake 
designed to aaseaa the Information exchange between the cerebral cortex snd 
certsln sub-cortical centera In the nervous system. 

PRIME data were collected end analyzed for many claaaea of Indlvlduala 
(see Addendum A), and of varying agea (aee Addendum B)* Ihe collected and 
analyied data were validated by external criteria; a 1977 paper "A neurophyalo- 
loglcal approach to pilot aelectlon" covered one performance validation of 
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PRIME* Addendum C preseots a comparison of PRIME with W.A^I.S. and with the 
tial ate ad-Re it an tests* 

Certain test performances bavs *>een used to predict gredlngs of flying 
proficiency made by simulator instructors* From the performances on level 
snd rste of information processing, several estimating equations sre solved* 
The steps are as follows: 

1* A mean performance for a particular age can be predicted from the 
following equation (where T is a test performance raw score): 

T - 24.53 + (0.41 x ACE) 

2* Using s dsta-bsse of jome thoussnde of subjerts, the raw scors T is 
cooverted to a stsndsrd score Z by the following equation: 

Z - -0.45 ► (0,10 x I) 

3* The standard score Z predicts the simulator score, S: 

S - 74 - (4 x Z) 

Each subtest of PRIME yields s standard score. The hierarchial position 
of each subtest determines the weighting each subtest carries in a polynomial 
which has been shown to predict routine flying proficiency. The agreement 
between predicted and observed routine flying performance (bssed on a sism- 
lstor check for pilot applicants used by several commercial alrllnee) la ehown 
in Tsble 1. 

TABLE 1 

OBSERVED SIMULATOR PERFORMANCE 
(CP Air and National) 

> 59 < 60 







A 


B 


PREDICTED 


> 59 


71 


8 


SIMULATOR 








PERFORM- 
ANCE 


< 60 


C 

6 


D 

4 



Chi squsre 5.58212 

Degrees of freedom 1 

Probability of chance 0.0173 

Yates* urr action for continuity was applied. 
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The polynomial nas slso been shown to discriminate between endogenous 
snd non-endogenous affective disorders In a paper, "Neurophysiologies! dys- 
functions In unipolar non-psychotic major depressions," Rush et i , 1983, copy 
enclosed. 

In the "addendum" to the "Thousand Avlstor Study" I hyt 4 there 

would be no significant difference between the means of the p. c« of 

one group of pilots ages 60 to 64 years, and another group of ( beyond 64 

years of age. Testing the hypothesis wit'i Student's t, It was «epted; there 
was no difference, but the older group w/ s superior (If not signif lesntly) to 
th* younger! The findings are summarize! In Tebles 2 and 3. 



TABLE 2 



AGES 60 - 64 AGES BEYOND 64 

Subtest Mesn S.D. Mean ... S.D. 

SCN 18.24 1.97 18.18 2.07 

TMT 42.18 11.02 50.41 15.38 

SPN 14.76 2.77 15.65 3.10 

FIV,S 47.39 9.86 45.76 7.39 

FIV,E 1.52 3.09 0.59 0.94 

KTS 48.03 21*57 49*59 16.20 

CD. 3.30 0.80 2.67 1.44 



TABLE 3 



Subtest t p_ 

SCN 0.11 ns 

TMT -2.18 na 

SPN -1.03 na 

FIV,S 0.60 ns 

FIV,E 1.20 ns 

KTS -0*26 ns 

CD. 1*99 ns 



This, of course, was s too small, too highly selected sample but It wss 
yet another instance of the f- 'ding In all of our Investigations of performance 
of the older person (pilot, executive, or neighbor). There are always greater 
variations between the member a of an age group than there ere variation* 
between the groups. Although each person may be a member of a group (racial 
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ethnic, eexuel, or age), he it firetly unique to hlaaelf. There will alvaya 
be en individual women who Is .ore intelligent then en individual emu; one 
■eaher of e reciel group vho run* feeter then one enber of. another recial 
group; and one 73 year old acre elert then one 41 year old. 

If I make only one plea, it la that governaente and reguletory bodlee 
lend ion reeiae acicntiata) look at each pereon .. a unique creetion. Only 
bigot, treet ell neabere of enj group the eane wey. The bigotry of en "Age 60 
rule - cannot be tolerated. W 
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ADDENDUM A 

In wad nunbiri, the data baaa for PRIME lo 1983 vaa aa followa: 



CLASS If I CAT ION 


WIIMBVD 


Coanarclal pilot a 


10 , 200 


Mlddl* and upfr; r uoipn, 




banking and finance 




NrL/AFL playara and draft candldataa 


4,300 


Coeeerc.lal flight attandaota 




Middla and uppar eanagara, 
service organixatiooa 


VJM 


Sub j acta of pay chophanaco logic 




atudiaa (ethical drug a) 




Subjacta of peycbopharaacollgic 


300 


atudiaa (drug abualng) 


Enginaaring paraonnal 


375 


Coeunerclel pllota, ground ad for 


325 


. alcohol abuaa 


Coanerclal flight acslnaara 


275 


wBBrClU XXlgRb llCflllUCI 


?50 


Patlaota rof arrad for peychletrlc 




etreenlng 


150 


Helicopter pllota 


100 


Patlaota referred for neuro- 


100 


paychologlcal workup 


Geolof i.a ta /geophya id a ta 


100 


Surgical patlaota rafarrad for 


55 


recovery eanageettot 


Patlaota rafarrad by eedical/legel 


50 


workup 


Patlanta in iron-lunge, affact of 


50 


anoxia 


Patlanta rafarrad for cardloveeculer 


50 


atraaa ■anageaaot 


D.U.I, eubjecte, correleted with 


50 


blood alcohol 


US Army Medical volunteere, affact 




of altarad conaclouanaaa 


50 


Corporate pllota 


40 


Graduata paychology atudanta 


20 


Neurosurgical raeldeote 


10 
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ADDENDUM B 

The date baee for PRIME In 1981 , separated by age, was 
aa foil ova: 



AGE 


NUMBER 


15 - 19 


92 1 


20 - 24 


3,315 


25 - 29 


5,082 


30-34 


5,234 


35 - 39 


1,233 


40-44 


759 


«•« - 49 


466 


50-54 


204 


55 - 59 


161 


60 - 64 


156 


65 - 69 




70 - 74 




above 74 


20 
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ADDENDUM C 

A comparison of the W.A.I.S. and cha Haleteed-Reltao Battery 
with tha eubteete of PRIME* 

ABCDEF GHI JKLM 



PRUG, Scant 

Ftim, Partington Pathway a 

PRIME, Spana 

PRIME, Visual filtering 

PRIHS, Auditory M.T.S. 

PRIME, Visual M.T.S. 

PRIME, Levele aaplrstlon 

W.A.I.S. 

Wechslsr Memory Seals 
Haletead, Category 
Halstead, TactUa 
Haletead, Trsll Baking 
Halstead, Finger tipping 
Hale teed, Grip Strength 
Halstead, Seeehore Sounde 
Hale teed, Seeehore Rhythm 



xxxxxxxxx 

XXX X XXX 

xxxxxxxxx 
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LEGEND: A - Minimal cultural blee 

B - 8th grade reading level required 

C - Performance data muet be interpreted intuitively 

D - Meane end etanderd devletione exlet for each age, 14-65 yeare 

B - Teet performance correlates with altered etetee of conecloueneee 

F - Teet performance correletee with symptoms of autonomic and 

central narvoue eyetem 
G - Teet performance correlate* with bio-electrical avente, 

example event-releted breln potential* 
H - Teet performance correletee with bio-chemical avente, 

example blood alcohol 
I - Eetlmetlng equatlone predict PiM-III claeelf lcetlons 
J - Eetlmetlng equations predict toet/reteef performance 
K - Teet flndlnge Implement FAA, EE0C,.NI0SH regulations 
L - Estimating equations predict aircraft almuletor performance 

under routine end emergency conditions 
M - Adminie tret ion time, in minutee 
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A NEUROPHYSIOLOGIC APPROACH TO PILOT SELECTION 



Man's finite ability to transduce physical energy into neural activity appears 
as a constraint in any man-machine interface, for example, the docking of a 
space craft, a supertanker, driving a high performance race-car or dying an 
aircraft. 

Dr. Walte.'s and my presentation of mental time-sharing in the human operator 
touched on the ncurophysiologic approach to pilot selection. I will present a 
theoretical basis for the model and the testing of the model under conditions 
of altered staes ot consciousness — and comment on physiologic correlates Of 
information processing. And, finally leave you with the hypothesis that the 
human operators ability to input, store, retrieve, compare and output appears 
to be related to the cost-effectiveness of training and to flying performance* 

Integration has beer, described as a quantum-like concentration of biophysical 
and biochemical events. Integration antedates the phylogenetic development of 
the nervous system. For example, protoplaanic structure and functional integra- 
tion is determined by the dynamic interaction of internal and external factors* 
As soon as qualitative differences in protoplasmic structures appear, special- 
ized integrating mechanians begin to organize the living system into a unified 
whole. The pattern is for reflexes to attain partial autonomy and for higher 
control mechanians to unite part activities into whole patterns. The function 
of the nervous system is the establishment and maintenance of the living 



The ability of the living system to maintain itself on a low entropy level 



system. 
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appear* to depend on the capacity to establish and maintain a steady state — 
homeostasis. Neural mechanisms, feedback loops, appear to regulate the ex- 
change of information within and between the living system and the internal 
environment. The action of the brain stem reticular formation appears to 
influence the general state of excitability of the nervous sytem. The function 
of the ascending reticular formation is to translate variations in the 
number of reticular neimons discharging into the cortex. The function of the 
descending reticular formation is to translate variations in the intensity of 
impulses transmitted from the cortex to the brain stem into variations of the 
number of descending neurons which transmit impulses to the response mechanisms. 

TTie cortex is conceptualized as a three dimensional mosaic, or lattice, of 
elements essentially identical as to size and functional properties. These 
functional pr^terties are taken to be those generally established for neurons 
— namely, exicitability, refractoriness, conductivity and the potential for 
spontaneous discharge. It is further assumed that the direction or path of 
transmission of impulses in the cortex Is random. 

A model was proposed for human information processing which holds that physical 
energy is transduced into neural activity by neural transducers . . . receptors. 
Neural activity is encoded for transmission within the nervous system over 
channels of limited capacity to a central processor. That is, the cortex is 
influenced by subcortical centers. On the be-,is of the central processor's 
ability to integrate this information with storeo information, the reverbera- 
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tory circuits and/or information encoded in a nucleic acid chain, a decision is 
reacned. This decision is then encoded for transmission to an output trans- 



A neural mechanism for computing probabilities and making decisions has been 
postulated by Walter. During a simple conditioning procedure a surface, 
negative DC shift from the posterior frontal areas of the brain was recorded. 
This shift appears to be dependent upon a stimulus induced state of expectancy 
and has be*»n termed the contingent negative variation or expectancy wave. The 
CNV appears to prime the frontal lobes for action or decision. 

So much for theory. As to the testing of the model under conditions of altered 
states of consciousness. Since conscious control of actior appesrs to depend 
on cortical function — cognitive ability — as influenced by subcortical, 
thalamic or hypothalamic activity, certain information processing tasks are 
used to assess ps yc hob io logic integration. 

Psychobiological integration is taken to mean the tctal, integrated physiologi- 
cal activity of the anatomical unit. The effect of hypoxia on visual filtering 
— where filtering is defined as a systemic omission of certain categories of 
information according to some priority scheme has been investigated some 
years ago with Strugnold. Hypoxia was observed to decrease the rate of visual 
filtering. The effect of soditm pentothal and cyclopropane on the rate of 
visual search, short-term memory and the ability to shift mental states has 
been investigated by my colleagues. The effects of information processing on 
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tack loads on he*rt rate, respiration and GSR have auso been investigated. As 
to the physiologic correlates of information processing, heart and respiration 
rates appear to reflect tire subject's involvement with the task of information 
processing. A physiologic correlate, cardiovcscular response, of information 
processing task loads is reported by Collins and his colleagues. Baseline, 
in-traffic and sports car racing, records of heart rate vr.„' acquired and 
analyzed as to the load of effective arousal. The findings support the hypo- 
thesis that as the the information processing task load increases, the base 
heart rate increases as a function of CNS arousal. 

The effect of information processing task loads on the CNV have been reported 
by Cohen and Visiter. Again, information processing task loadings and/or 
involvement ot the subject with the task appear to be associated with CNS 
arousal . 

How does this relate to pilot selection? Brown holds that performance on a 
subsidiary task, superimposed on a pr'jnary task, provides a measure of s^re 
mental capacity. And perhaps the first atempt to measure spare rapacity of 
man-machine operators, Brown and Raul ton superimposed a subsidiary short- tern 
memory task on the primary task of operating a motoi vehicle. The spare mental 
capacity of corporate aircraft operators has been the subject of earlier 
investigations. The subsidiary task was supet imposed on the primary task of 
instrument flying in a LINK trainer. The subsidiary task consisted of the 
presentation of a continuous series of digits — one through nine — with one 
missing. The digit spans were presented to the pilot, by tape recording, at 
the rate of one per second wit), a five second interval before the presentation 
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, ol the next span. Hie number of correct responses was taken to be the measure 
of the pilot's spare mental capacity. Baseline performances were acquired 
while the pilots were seated at the controls of the LINK trainer. The subsidi- 
ary tawc of snort-tern memory was superimposed on the following primary tasks; 

1. The maintenance of n given air speed, altitude and constant heading. 

2. Maintaining a given air speed, altitude and constant heading, with 
a cross wind. 

3. Maintaining a given air speed, altitude and constant heading, with 
a cross wind and in rough air. 

As the infarction processing demands of jmstrument flying increased, the 
porfonwice on the subsidiary task was seen to degrade. The null hypotheses 
that the peifomance on the subsidiary task agree with the instructor grading! 
of instrument flying proficiency to an extent «o greater than chance was tested 
by calculating the coefficient of ranked correlation. Rho was found to be 
0.72, signi'icant beyond the 5% level. These findings were replicated in s 
study of pilots ot Aloha Airlines in both the C-ll instrument trainer and the 
B-737 aircraft. 

The hunan operator's aoility carry out selective sttention information storage 
and retrieval operation* afxuars to be crucial in any man-machine inter fee*. 
The need for a pilot pre-f light check was expressed at the International 
Symposiua on Avistion Medicine in Guadalajara in 1973. Preflight aimulation 
was rejected «s not being f M sible and a call was made for the development of s 
technique which would require the pilot to maintain a relst'vcly constant level 
of affjetive arousal, while simultaneously carrying out information exchanges 
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within the nervous system. Sjch a task has been developH.and 
appears to measure the ability to mentally tk«e-share. 

In the computer, or in man, intonation can be simultaneously input, stored, 
compared, retrieved, processed and output. In the r.ime-share computer, these 
inputs and outfits come from and go to various users of the system. Yet, a 
particular user's nnuts, storage, processing and outputs are kept separate by 
the comfxiter by its ability to time-share, to slice time, in miniscule parts — 
serving first one user then another, then another and recycling through the 
several users. Since the slices of time are .so small and the recycling so 
fast, each user feels he alone controls the computer. He has little or no 
sense of being only one share among many. 

Man must also share or slice his mental computing time. Apparently, he simul- 
taneously inputs from many classes of environment vhich inpinge on him at any 
moment. Apr rently, he simultaneously outputs many classes of behavior. Me 
may speak of doing more than one thing at a time but in actuality each of us 
does only one th*ng at a time. We appear to do a ultitude of things at a time 
only because we, too, are time-sharing. 
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^MWMim T ii i pflJj 21*4371 

MinmuKitc 

February 14, 1985 



SES?Si^m Mr. Donald Engen 

m*tmm*f?Z ,m * tmi Administrator 

■» Federal Aviation Administration 

JE^-SSS. m 800 Independence Ave. S. W, 

~^^r*"" Washington, D. C. 20591 

J nV^n>. u De er Mr. Engen: 



Thank you for the opportunity to meet with you and members of your staff 
in my office on February 7, 1985 concerning the application of the Federal 
Aviation Administration 1 ! (FA A) "Age 60 Rule" which applies to commercial 
airline pilots. I believe that the discussion was interesting, candid and offers the 
opportunity for a constructive dialogue between the FAA and this Committee on 
an issue which, as I expressed, would appear to represent yet another vestige of 
age discrimination which should be eliminated from our body of federal law. 

As I indicated in our meeting, 1 would like to obtain from you a detailed 
explanation of why the chronological age of "60" was established by the FAA to 
exclude properly licensed and medically competent individuals from continuing to 
pilot commercial aviation aircraft. As we discussed and as you are aware, the 
FA/% does presently permit individuals age 60 and older to pilot certain categories 
of aircraft if they meet the appropriate licensure and medical certification 
requirements. Moreover, the FAA also presently provides for the recertiflcation 
for commercial piloting of individuals who have sustained but have appropriately 
recovered from such medical anomolies as heart attacks and alcoholism. With this 
background, it is difficult for me to understand your reticence to consider some 
modification of the Age 60 Rule to permit the continued flight qualification or 
requalification of pilots age 60 or older who would meet appropriate medical 
testing standards which could be set by the FAA. 

While you indicated that you believed that the Age 60 £'ua afforded the 
FAA a rule of administrative convenience in its regulation of flight standards, it 
was unclear to me upon what basis this rule afforded such convenience, in this 
regard, I would like to obtain from you a detailed explanation of the purpose or 
purposes served by the Age 60 Rule as promulgated and administered by the FAA. 

I concur with yours and Dr. Austin's opinion that time is no medical basis 
for the rule. You stated that the possibility of cardiovascular disease in modern 
aviation is not the hazard it once seened to be. You agreed with Dr. Austin and 
the other medical experts in attendance that medical problems can be detected in 
individuals with a high degree of accuracy using aviation medical and operational 
evaluations. You also concurred that training and testing in modern simulators is 
adequate to evaluate an individual's proficiency. Why, then can you not use those 
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Mr. Donald Engen 
February 14, 1985 
Page Two 



available tests to grant exemptions from the Age 60 Rule to pilots over age 60 
whose test results are as good or better than those for a fifty-five year old pilot? 

It is important to me to have a clear understanding of your position on 
these matters. Therefore, it would be helpful if you would be specific In your 
responses. If I have misstated your position on any of the above matters, I would 
appreciate a clarification of your position. 

Again, my thanks to you for meeting with me on this mattev. I would 
appreciate receiving a response to this inquiry no later than Tuesday, February 26, 
1985 in order that we might schedule the subsequent .medical and administrative 
meetings w.ich were di c cussed at our meeting. 




Sincerely, 



Chairman 
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US Department 
ot tonspononon 



W*Jh<VjlO« Or v,«,<f1 



F#d#ral » tfotton 
Administration 



February 25, 1985 



The Honorable Edward R . Roybal 
Chairman, Select Committee on Aging 
House of Representatives 
Washington, D.C. 20515 

Dear Mr. Chairman: 

Thank you for your letter concerning our recent meeting on the age 60 
rule. I, too, believe tne discussicn was beneficial and would 
welcome further constructive dialogue between the Federal Aviation 
Administration (FAA) and your Committee on this issue. 

You have: requested an explanation as to why the age 60 rule was 
established. I am enclosing a copy of both our original notice of 
proposed rulemaking (N?RM) and the final issuance adopting the 
rule. These two documents provide substantial information, in its 
proper historical context, concerning why a rule was determined to 
be necessa'ry and why the agency selected age 6C as the appropriate 
"cutoff." « 

In brief, you will note that the explanatory material contained in 
the NHRM and final rule" preamble indicates that studies assessed by 
the TAA before the rule was adopted clearly indicated that there is 
a progressive deterioration of certain physiological and 
psychologic; functions with age, that significant medical effects 
attnbutab.v to this deterioration occur at an increasing rate with 
dJvancinp age, an.' that sudden incapacity due to such medical 
detects also becomes more frequent as individuals age. Moreover, it 
was determined that other factors changed with age: the ability to 
perform highly skilled tasks rapidly; to resist fatigue; to maintain 
physical stamina; to perform effectively in a complex and stressful 
environment; and to rapidly apply experience, judgment, and 
reasoning in new situations. As I indicated in our meeting, the FAA 
has never hesitated to acknowledge that, while there was and remains 
ii iletrt mmro nerd for nn age cutoff, the age of 60 was not the only 
pos>ib»e age whuh miuht have been selected; it was, however, given 
dli Uu factors discussed in the NPRM and rule preamble, determined 
to be the srobt appropriate age. 
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I trust that ay letter clarifies the issues we discussed at our 
aeetinf, *nd that It is responsive to your letter to ae. You Bay be 
assured that we will continue to aonitor the advanceaents in aedical 
science with a vit* toward changing the age 60 rule whene/er we can 
do so consistent with aviation safety. 



Sincerely, 



Donald D. Enjen 
Administrator - 




Enclosure 
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$ou*e of 3Repre*entatit>ea 
frelett Committee on flfftng 
Watnngtmi, ».C 20315 




March 20, 1985 



Mr. Donald Engen 
Administrator 

Federal Aviation Administration 
800 Independence Ave. S. W. 
Washington, 0. C. 20591 

Dear Mr. Engen: 

Thank you for your letter of February 25, 1985. In view of the meeting held 
in my office on February 7, 1985, 1 am somewhat disconcerted by your letter. It 
was us though wc had attended different meetings on February 7th. 

Having heard you say on February 7, 1985, that you were not concerned by 
the threat of cardiovascular incapacitations, and Dr. Austin agreeing with the 
doctors present that there are tests which can determine the physical fitness of 
pilots over age 60, 1 was surprised to read your comments. 

In your letter, you stated you were enclosing a copy of both the original 
notice of proposed rule making (NPKM) und the tinal issuance adopting the age 60 
rule. In reality, the enclosures were a copy of the advance notice of proposed rule 
making (\NPUM) issued by the Federal Aviation Administration (FA A) on July 8, 
1982 , and a copy of crew member requirements as issued on December 3!, 1964. 
Unfortunately, these documents do not provide the information to which you 
refer. 

In your letter o" February 25, 1985 you make reference to ".-.many medial 
conditions, the onset of which we cannot predict to a sufficient degree to provide 
aii appropriate assurance of safety." Both at our meeting aid in your latter of 
February 25, you were not specific as to those medical or other conditions which 
are of concern to you and the FAA. I would like to obtain from you a detailed 
listing of those conditions to which you refer or the FAA has (dandified which 
cannot be predicted or diagnosed and which would Jeopardize flight safety if not 
discovered by appropriate tests of individuals age SO or older. I would like to 
obtain an explanation of the medical or other basis upon which the FAA has 
determined that medical or other testing cannot predict a sufficient safety margin 
for these conditions for the cat Ufication of commercial airline pilots age 60 or 
older. I would like to obtain an explanation as to whether the conditions to which 
you allude are prevalent in the overall population below age 60 or are confined to 
or are more prevalent among persons age 60 or older and any other medical, 
scientific or other information which forms the basis of the PAA conclusion that 
medicnl, psychological or simulator testing cannot adequately detect and predict 
the occurence of these conditions in a manner to adequately assure flignt safety. 



llo 



ERIC 



112 



Mr. Donald Engen 
March 20, 1985 
Page Two 

You indicate further that witn respect to the use ot' a flight simulator that such a 
simulator "...cannot detect subtle deteriorations in an individuals capabilities 
related to advancing age, nor do we have any index of what specific levels of 
capability (Including such factors as applying reasoning to ,icw and changing 
conditions) are necessary 11 . 

These and similar statements contained in your letter seem to beg the 
question ut hand and upon which public policy should be formed, that is whether 
there are acceptable tests upon which tne FAA may rely to determine whether an 
individual may be certified for com m erica 1 airline piloting. Obviously, such 
testing is presently utilized for those commercial nrlme pilots below age to who 
are certified oy the FAA. Equally clear, medical knowledge and testing have 
advanced to suit ic lent decrees that a number oi disqualifying conditions rfhieli 
result in the termination of a pilots license (alcoholism, heart fauure, etc.) need 
not represent a permanent disqualification lio.u flight certification. The FAA has 
provided for the retesting of such individual's and, where appropriate, has 
recertified a number of those individuals who huve adequately demons tr 1 their 
fitnc!»s to continue their flight duties. 

1 must confess that the reference to uispecific conditions to meh you 
allude :n your letter is most disturbing in light of the present retesting programs 
presently alforded by the FAA. The V\\*s reticence to provide for some 
appropriate exemption piocedure from the Age Rule must be measured in light 
of present medical knowledge and the testing program already utilised by the 
FAA for disqualifying conditions. As you are aware, in 1979, legislation was 
passed which mandated a study of the Age 60 Rule. The National Institute of 
Aging Panel supported by the National Academy of Sciences Institute of Medicine, 
conducted a complete review of all existing scientific data and issued a report in 
1982 which found no medical or scientific basis for the mandatory retirement of 
airline pilots at age 60 or any other specific age. The panel recommend**! 
retaining the rule until procedures to change it could be implemented. 

Again, it is not cleat to me from your letter whether the FAA ha* 
unueruken to implement such a procedure. 1 would like to obtam from you an 
explanation as to the steps undertaken by tlie FAA since the issuance of tne 
Panel's findings to implement such a procedure or, reasons, in specific, as to why 
the FAA has not pursued this recommendation. 

In closing, 1 would like to indicate my personal concern that your letter of 
February 25, does not appear to be responsive to my request of February 14, 1985. 
Specifically, 1 asked in pertinent part that, "1 would like to obtain from you a 
dc tilled explanation of the purpose or purposes served by the Age 60 Kule as 
pro nul jated and administered by the FAA.* 1 
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Mr. Donald Engen 
March 20, 1985 
Page Three 



The materials which you previously enclosed are not respo*>«ive w that 
request in light of the subsequent findings of the W82 Panel. Moreover, the 
historical age of the metenals enclosed with your letter seem to suggest ^ a t the 
FAA has not reexamined the bisis and policy of this 3ule from its inception. 
iMedicei knowledge, testing and testing procedures and the medical histories of a 
number of pilots who have been determined to be physically and mentally fit to 
continue Jieir flight duties, but for the impediment of he Age 60 Rule, should be 
recognized bj the FAA. For this reason, I reinterate my earlier request and ask to 
that you evaluate your response in light of Wat Panel's findings and the adequacy 
of testing, both medical, psycliological and by simulator, which is available to 
assure adequate passenger safety. 



Sincerely, 
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The Honorable Edward R. Roybal 
Chairaan, Select Committee on Aging 
House of Representatives 
Washington, D.C. 20515 

Dear Mr. Chairaan: 

This is in reply to your letter of March 20 which_seeks further 
inforaation from vhe FAA concerning the _age~60 fu le> I aa 
pleased to respowd to the issues ycu have ralsed^M your letter. 

Aaong other things, you have asked the FAA to specify those 
conditions that the FAA has identified "which cannot be 
predicted or diagnosed and which would jeopardise flight safety 
if not discovered. Actually, ay original response to you 
indicated that there are aany "nedical conditions, the onset of 
which we cannot predict to a sufficient degree to provide an 
appropriate assurance of safety." (Emphasis added. ) 
Therefore, what is significant is not that there may be soae 
Beans of predicting or diagnosing soae of these conditions, but 
that for many of these potentially threatening conditions there 
are substantial limitations associated with the accuracy or 
practicability of the aethods available to sake such 
predictions or diagnoses. You have asked ae to specify 
conditions for which we believe the ability to predict or 
detect their occurrence is liaited by the current state of 
aedical science. Soae exaaples of such conditions are: 
neoplastic diseases of various body organs; ischeaic 
cerebrovascular disease; cerebrovascular conditions that lead 
to cerebral hemorrhage and subarachnoid heaorrhage; Parkinson's 
disease; deaentia; endocrine disorders, including disorders of 
the thyroid and pancreas; and cardiovascular disease, including 
disease of the coronary arteries and peripheral vascular 
systea. The frequency of these disorders increases with age. 

There are a variety of other conditions which typically 
increase in severity or are aggravated by age, and which, 
because of their often subtle nature, do not necessarily lend 
themselves to detection. Even if such subtle changes were 
detected, there is no vilidated way to relate such inforaation 
to the specific level of capabilities needed to safely pilot a 
coAaercial aircraft. Exaaples of these conditions are: 
decreased dynamic visual acuity and acuity under law 
illumination; diminished visual accommodation and field; a 
slowing in the ability to process and respond to inforaation; 
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It ca P acit y or accuracy associated with various 

aspects of attention, psychomotor performance, memory, and 
problem-solving ability. y » ana 

There are varying degrees to which we can predict or diaenose 

^u ffl ^^ nC K ° f th t kind ? ° f c ""«on. and disorders I^ave 
enumerated above. Some of these conditions, of course .re 
n^re serious than others from a safety perspective Moreover 

b; l % r ff^ r ct e d d f b f r cnt K d , e ? re ^ to wh i ch ^«« s Snr}„ v divi22.?s 11} 

be afflicted by such disorders. Although conditions such as I 

dUorS^^r:' r X bC f ° U ? d . at anX th « ^SuenVof such 

disorders does increase with age. 

We continually seek to remain abreast of advances in medical 
science and to be generally familiar with the a=curacy and 
availability of various testing net hods to identify underlying 
disease processes and functional deficiencies. As I have ' 
indicated there exists no practical testing methodology for a 
variety of conditions which may affect aging pilo?s? This view 
was confirmed by the National Institute on Aging (NIA) Panel on 
the Experienced Pilots Study. This Pane! excluded that 
age-related changes in health and performance influence 
adversely the ability of an increasing number of individuals to 
perform as pilots with the highest decree of safety and 

«"f eq h e ?. tly, M C0Uld end,n « er the "fety of the aviation 'system 
as a whole. Moreover the Panel could not identify the 
existence of a medical or performance appraisal «v«t» th.t 
single out those pilots whS would pose ?Ee greatest hlz.rS 
because of early or impending deterioration in health " 
performance. This is a very%ig„if ica nt conclusion which In 
our view, cannot easily be dismissed nor should it be 

After the MIA report was issued, in keeping with the report's 
recommendat ons, the FAA issued an Advance Notice of Proposed 
Rulemaking (ANPRM) on June 23, 1982, wl ich sought comments on a 
plan that would allow air carrier p ilo ts to voluntarily ente? a 
program for collection of medical and performance dlt.thS" 
might form a basis $or relaxation of the age 60 rule. After 
the review of puMic comments on this proposal, the FAA 
wxthdrew the ANPR>! on March 20, 1984, becius-, it was 
determined that, in the absence of validly selective tests 
m^[r.? re 5 0t s " fflcicnt » eans of collecting qi.ntitative ' 
nedical and perform-nce d«ta on airline pilot.? under conditions 

an uS^ceptSoL^iafe'iy 5 ^^? " d f<ti ' Ue ^ °° " ot 
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The Panel's findings, together with our assessment of the 
coaaents received in response to the ANPRM and our continued 
review of the scientific literature, persuade us that the age 
60 rule should not be changed at this time. Since the purpose 
of this rule is to assure that air carriers are providing their 
services consistent with the highest degree of safety, we 
intend to make no changes to the rule until we are confident 
that the safety of the American traveling public would not be 
jeopardized. We si«ply have no basis for such confidence at 
this ti»e, but we will continue to monitor advancements in 
science in order to initiate appropriate changes to the rule 
when they are warranted. 

I am enclosing a copy of '.he original NPRM that proposed the 
establishment of the age 60 rule, the issuance incorporating 
the final rule, and the withdrawal of the recent ANPRM I have 
mentioned. I trust this is responsive to your inquiry. 



Sincerely , 



Donald D. Ehgen 
Administrator 




Enclosures 
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AW BXAMlt AHOH OF THE OOHDmom LBTED BT FAA 
ADmMBTRATOH KNGBH jg HB LgTTBB OF APRIL H. ISSi 



Airline pUoto have bean disqualified or denied medical certification for mam 
reasons. The principle cause for such disqualification is eardtovsscXtt»«« MaZrf 
t^^ltion^and disorder, the Admlnlrtrator listed verve .KiS? 
2^.^" T.'-J"'* "2 meet of thS? JSm^SSSSL 

&tt£tt£E2? option. J2"S 

Prom January 1981 through December 31, 1980, the FAA had recertified or 
^uJFfiJrSZ WUflcatM t0 482 Plot, ^ho have suf^^XS 

74 for myocardial infarction with 22 relapses (29.7%). 
12 for coronary artery by-pass graft surgery with 2 relapaea (117%). 
tl*"™}™"* 1 ^ med * c<a conditions, including nervous disorders, coronary 
) ™£J!^)™ C ^ *** XoriM > ™**»> <** <*P«ndence, etc^X? 

365 for alcoholism with 67 relapses (18.4%). 

^^^tr^^r faa - 1 414 mon — - 

50 for coronary artery by-pass graft surgery; 

293 for alcoholism; 

20 for myocardial infarctions; 

18 for neurological conditions; 

14 for psychiatric conditions; 

17 for other cardiovascular conditions; and 

2 for miscellaneous conditions. 
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Page Two 



Bngttn Letter 



FoD, wing ere the condition! or disorders to which Adralniitrttor Engen referred in 
hit lettM of April 33, 1985, an" an explanation of the condition/disorder, 



"KBOFLABTC DBBASBS OP YAMH}JT BODY ORG ABB* 



The "rerkwe body oifae 4 were not identified by the Administrator. 



ii -jmnileaei" In il n lit nl m i new growth] tumor; abnormal tissue that grows by 
cellular jroliferati yn more rapidly than normal (tn example if cancer). The meat it 
forma either benign or malignant 



TSCHPOC CEREBROVASCULAR DWEASE* 



-*immW dealt with anemU due to mechanical obttrue^on (mainly arterial 
narrowing) of the blood supply. 



Tm eTMiiiatiwneT ofceeee* relet* to diseases of the blood supply to the brain. 



(irregular distribution of fatty deposits in the lunar portionf of large and medium 
died arteries) changes to the cerebral (brain) v o we l s (i, * Report F-* 00). 

■ gsp er ts sM S oe* <bigh blood it as f a) lotos to changes in Mood vessel walls and is 
the most definite risk factor in fa s h ssa ls ceretrovaeculsr dbeaee 
(NIA Report F-100X 



■CEREBROVASCULAR OOWDTnOlfS THAT LEAD TO CEREBRAL HEMORRHAGE AMD 
*UfcARACHBOn> HEMORRHAGE" 

"Cerebral OveJn) bosMmThsgV implies a hemorrhage in the cerebellum, the Luge 
posterior b~ein mass lying above the pons and meddle and beneath the posterior 
portion of the brain. 



ebrovi 



si usually characterised by atherosclerotic 
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'Cerebral IssaHttt M g e" is lev frequent than ssshaaak cerebrovascular dl 

has multipl* causes, the moat common by far aaeodated with Ifl P St tasM s o n 
(N1A Report F-100) 



TAA a ra ntnoM hawotihage* ia Hooding into tha brain. The ■atao n i uuhF is ■ 

webiikc membrane which forma tha middle layer of the covering of the brain and 
spinal cord. 



Because moat aneurysms (circumscribed dilation of an artery) and all arterio^venut 
malfunctions are thought to be related to uie original formation of the vessels, it it 
not surprising that cataclysmic events are likely to be seen in young and middle 
aged adults (NIA Report F-103X * 



UeuMMihege* is likely to occur in older persons, but the correlation with 
hypertension is more important than with age (NIA Report P-l OS). 



"Hypertension" is considered the moat common cause of cerebtov e e u aasr dtaeaae 
and cerebri: hemorr h age . Under the FAA% medical certification system, s pilot 
may h \ blood xessure ranging from 140 mm/hg (systolic) over tl mm/hg 
(diastolic) in the twenties, to 14$ mm/hg over 92 mm/hg in the thirties, to 155 
mm/hg over 96 mm/hg in the forties, to 160 mm/hg over 98 mm/hg in the fifties. 
These readings may be increased upward 10 mm/hg for the systolic readings art 
upward 6, 4, and 2 mm/hg for the diastolic readings in the three highest age groups, 
if the applicant* cardiac and kidney conditions, "after complete eardlovaeculf 
examination, are found to be normal 11 (FAA% Quids far Avfctfton Medical 
FibiiiIumi). 



"Systolic Blood Pt eaw a s " of 140 mm/hg is considered bordering hypertension. 
Systolic blood pressure of 160 mm/fcg tat any age) is considered definite 
ivpartcnaion. ("Hypertension sad Hypotensive Heart Disease In Adults". Gordon 
and DevmeX Hie American Heart Association considers systolic blood pressure to 
be normal if it is under 120 mm/hg. Over U0 mm/hg, the heart attack risk doubles 
and stroke risk quadruples. 



"Hypertension" commonly referred to as Tiigh blood praams , leads to changes in 
blood vessel walls. This leads in turn to weakness of those walls and a tendency to 
rupture (NIA Report F-100). 




ERJ.C 
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Page Pour Engen Letter 



For the itsuti.ee of a Flrst-Class Medical Certificate, the FAA, in its "Guide for 
Aviation Medical Bcamincra* ttatet: 



"Unlets the adjusted maximum readings apply, the applicant* 
reclining blood pressure may not be more than the maximum 
reading for his age group in the following table: 



AGE 
GROUP 


MAXIMUM READINGS 
(RECLINING BLOOD 
PRESSURE IN MM 
OF MERCURY) 


ADJUSTED MAXIMUM 
READINGS (RECLINING 
BLOOD PRESSURE IN 
MM OF MERCURY) 1/ 




SYSTOLIC 


DIASTOLIC 


SYSTOLIC 


DIASTOLIC 


20-29 


140 


66 






30-39 


145 


92 


155 


98 


40-49 


155 


06 


165 


100 


50-59 


160 


98 


170 


100 



1/ For an applicant at least thirty years of age whose 
reclining blood pressure is more than the maximum 
reading for his age group and whose cardiac and 
kidney conditions, after complete cardiovascular 
examination, are found to be normal* 
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Engen Letter 



TARlONSOirS DBKAHF 



"PmUumars Pen a n" to a shaking or trembling patoyt a neuroUe syndrome usually 
resulting fro.ii artertoselotic (thickening and hardening of the erteriei) changes in 
the betel gangl'i (ell of the lergo men of grey matter tt the bet j of the cerebral 
hemisphere), end characterised by rhythmical muscle tremors, rigidity of 
movement, feetations (acceleration of gait), droopy posture, and maskUko fades 
(dealing with the face, surface, or rrproailonl 



Symptoms of "Parktaars Dtoeeee" Include general motor slowness, t -nor at rest, 
increasing tone, increased salivation, and offlnees of the skin. Work performance 
would likely be effected by motor disturbance (slowness of response) and early 
dementia (impoired memory) (N1A Report F-102). 



The diagnosis of 'Tarfcfaewers P toiaii " in the well established case can be made on 
clinical examination (OTA Report F-102). dote observation of a patient suspected 
of "Faridneovs Disease" is so effective that the need for further tasting to 
minimal, m its overt symptomatic stage, T ilaaumi Dfereeo* to readUy 
diagnosed Long before tremor, premonitory signe appear and are easily 
recognised by an alert physician. Mental processes are not affected by "Parkmsos* 
M ila n ' and the annual incidence to about .02% (Hospital Practice, Jury 1M& 



"DBatBinU" 



"Dementia" to general mental deterioration due to orgaUc or psychological 
factors. Dementia r efers to the loss of higner intellectual capacity. It to also 
called %roin syndrome". 



Loss of memory, abstract conceptualisation, orientation, Judgment, and other 
higher-level capabilities are characteristic 
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Generally It is caused by many underlyii* diseases, including endocrine (Internal 
secretions), metabolic (tissue change), nutritional (talcing in and assimilation of 
materials), toxic (poisonous substance that is formed as part of a cell), neoplastic 
(new growth, tumor, cancer), infections, traumatic (related to a disease of unknown 
cause); degen^raU*e and generally degenerative diseases 
(NIA Report F-102). 



■KNDOCMHB DBORPRML DfCLODPIO DBOEP ™ «» THB TMikmb AMP 
PAMCEKAy 



"Endocrine" deals with internal secretions and the glands that furnish those 
secretions. 



To detect Sndocrine dawrdsrs", the FAA does not require any special equipment. 
A protocol for examinations applicable to endocrine disorders is not provided for 
Aviation Mcdtaal Examkwrs (Aim) since history taxing, observations, and other 
systems have already revealed much of what can be known about the status of the 
applicant* endocrine system, i.e*, the examination of the akin can reveal I mportant 
signs of thyroid disfunction. The eye may reflect thyroid disorder or debate* 
(FAA* Ouide for Aviation Medksal Examiners). 



Identification of endocrine, renal, pulmonary, hematologic, or gastrointestinal 
disorders would not necessarily be means of discontinuing certification except in 
■elected cases (NIA Report F-82). 



THYROID* 



The "thyroid" is a ductless gland lying in front of and to the side of the upper 



The FAA regulations require an examination of the head, face, neck, and scalp as 
well as recording pulses in order to determine thyroid flic as ■ (NIA Report F-84). 



tracia. 
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SlSrJfT 1 *™ 1 " ? " • bnor " Qtllt y <* tty^iA regulatory system in which 
"EE? lnCPeW f J! ***** ^etions. this condition is less 
prevalence in older persons (NIA Report F-S4). 

•^Pottvrojdbm- is diminished production of the thyroid hormone usually leading to 
myxedema (dryness and loss of hair, subnormal temperature, hoarsewaTand muscle 
weakness) and cretinism (hypothyroid dwarfism. TWs conitSnbn^^mtoSt 
in women and its symptoms are easily recognized (NU Report F-84). 

^J^ A \ «*™mends specific tests to confirm the diagnoses and 

severity of thyroid disorders (NIA Report F-84). 

Measurement of serum thyroxine b the best single test for screening of occulet 
(hidden or secret) thyroid disease (NIA Report F-*5). «=™ning oi occuiet 



"PANCREAS" 



SL^STSSf ^ a™"*"* 5 to «» doudenum at one end and the 

spleen at the other. It secretes juices, particularly insulin (the hormone that 
promotes glucose utilisation) and glucagon into the intestines. 

Two conditions assocUted with the "pancf— ■ are, " hy p o g lj oeHa* (low blood 
sugar), and *jypcr -gfrcemla" frfch blood sugar), uow owoa 

Hie incidence of liypo-glycemia" is so small that it does not warrant any special 
screening (NIA Report F-82). 1 

m^^^^ii)^^ 1 it86lf * ° bvioU8 s y m P tom « *nd «igns of serious 
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0*>sr "KHDOCMKE DaOEDKBaF ere: 



DUBETB8 AND GLDCQ6B INTOLERANCE" 



"DIABETES* 



Diabetes it caused by an absolute and relative insufficiency of insulin 
(Nia Report F-83). 



Diabetes which cannot be controlled by diet and exerc!se alone is a disqualifying 
condition. A history of dUbetes that no longer requires medication for control is 
not, in itself, disqualifying (FAA% Odds for AMEV 



The most common form of debates meffitav is that which does not requires insulin 
and is controlled by diet and exercise (NIA Report F-13) 



Ob^ity is present in 80% of persons who have debates meltttnB (NIA Report F-tl). 



If dWbetes is suggested by the pilots medical history or physical examination, or by 
sugar in the urine, a diagnostic tolerance test is outlined in the FAA% <Mds for 
Aim (NIA Report F-83). 



The prevalence of debate* is greater among women at all ages over age 17 
(NIA Report F-83). 



GLDCQ6B DfTOLKRANCB 



atuaam Intolerance is a declining ability to dispose of a standard load of sugar 
(NIA Report F-83). 



Glucose tolerance Adeline is highly associated with obesity and is caused, in part, by 
an increased o^centage of fatty tissue and a decline in muscle tissue 
(NIA Report :-83). 
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Standards have been developed to differentiate dUbete* from normal tfucose 
tolerance changes with age (NIA Report F-83). 

A blood glucose determination is not a routine part of the ?AA% medical evaluation 
for any class of medical certificate. However, the examination does include a 
routine urinalysis (FAA* Guide for AMEfc Page 37). 



*C ARDIO V AaCTTT.A U IWRASR , DfCLDDDIQ DPKASBS OP THE CORONARY A MMm 
Ah D PERIPHERAL VASCULAR SYSTEM 5 



Cardfcj^sewlar" relates to the heart and the blood vessels or the circulation. 

The only equipment required for an AME to conduct a medical examination of a 
pilot's chest and lungs, his heart and vascular system is an examination table and a 
good stethoscope (FAA* Outdo for AMEfc Page 28). 

Myocardial infarction and angina pectoris are disqualifying conditions for a first 
class medical certificate. Through December 1980, first class certifications were 
granted to 25 pilots who had suffered myocardial infarctions and to 5 who had 
angina pectoris. Prom January 1982 through July 1985, twenty more pilots who had 
suffered myocardial infarctions were recertified and returned to full flight status. 

There is a gradual decrease in cardiac function with age (the passage of time), but 
in the absence of car dio va s cu lar defease, the dec ement is sufficiently small that no 

significant effect on pilot performance would be likely (NIA Report Ml). 

Cardtovaseuk* problems influencing pilot performance in multi-crew *<rlines were 
reviewed in 1975 by the Eighth Bethaada Conference of the Amor*' elan of 
Cardiology. This conference made recommendations regarding testification and 
ovulation of pilots with »-■—«- »— * * -m*«»uwi m 



ERIC 



hypertension, valvular heart dfeaaee, congenital heart 
pericardial i fceasi , and arhythmias (NIA Report F-7l). 



l.Mi 



1-782 0 - 86 -5 
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Modern medictJ technology provides means to detect those at higher ris* of such 
events (ma;or *ardi&I evhythmias) whether or not they have symptoms 
vMA Report F-72). 

T*iere ;s no agreenen; on what ccistitutes an unnecessary high i3vel cf coronary 
disease ;r. p.lots, but implicit estimates can be adduced from current regulations: 

1. Ti.e TAA exclude from pilot Lcensure persons with a history of 
previous myocardial infarction (Such persons have an tmnu&l mortality 
rate of 4%). 

2. The Civil Aviation Medical Division of Canada estimate* that there it 
a 3% annual mortality rate for persons who have already experienced 
a caidki f M e u lar event, and argues thai this should be the upper limit 
(NIA Report F-74). 



Screening tests for latent cardiac disease have been developed and improved. Their 
sensitivity are generally known and tests are very reproducible (NIA Report F-76). 



There have been many epidemiologic studies bearing on the prediction of risk 
associated with caidtovaaoular dtosaae in asymptomatic parsons, --airline pilots 
remain at somewhat lower risk from age 30 through age 60. —Data from the 
general population could be used as a basis for estimates of group risk (for pilots) 
(NIA Report F-75). 



Strategies for non-invasive detection of coronary dbease have bean developed 
(NIA Report F-75). 



DPBAflBS OF THE COEOlf ART AKTEMgy 



"Coronary arteries" are the arteries which supply blood to the heart muscle, itself. 
One disease which attacks these arteries Is srteriosclerosis (hardening of these 
arteries). 



Diseases of the heart muscle and its performance are not the same as diseases of 
the coronary arteries. Certainly, if the coronary arteries become diseased or 
occluded, the heart muscle will be adversely affected, but generally speaking, 
coronary heart disease and diseases of the coronary arteries are not lynonlmous. 
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"MYOCARDIAL IHF ARCTfOlP 



The myocardium if the middle layer of the heart, cons'sting of cardiac (heart) 
muscle. An infarction is a sudden insufficiency of arterial or venous blood supply 
due to a blockage. 



"DISEASES QF TBK PERIPHERAL VASCULAR SYSTEM" 



The "peripheral vascular system" rektes to the sma_ blood vessel* of the outer 
parts of the body as opposed to the blood vessels and arteries of die central r inner 
parts. 



Diseases of the peripheral vascular systess ire: 

1. Arteriosclerotic vascular dsssaaa with evidence of circulatory 
obstruction; 

2. Bueger* dsssaaa (inflammation of blood vessel walls and tissue in the 
legs of young and middle aged men and usually leading to gangreeiOt 

3. fcrtaratttent Ctadtaation (caused by ischemia of the muscles and 
characterised by lameness and limping)] 



4. Raynaud* dtsseee (spasm of the digital arteries with numbness in the 
fingers); 

5. Thrombophlebitis (venous inflammation with clot formation); and 

6. Syncope (sudden fall in blood pressure). 



Arteriosclerotic vascular dbeese when mild, presents no impediment to medical 
certification (FAX'S Guide for AMBta). 



er|c 
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"DECREASED DYNAMIC VISUAL ACUITY AND ACUITY UNDER LOW IUtUsflHATIOlP 



"Dynamic visual acuity* 



^""^ te science of motion in response to forces} that branch of mechanics 
that deals with forces and their relation primarily to the motion of bodies. 



gy™*^ - means of or relating to physical force or energy; marked by continue** 



Acuity - sharpness: clearness! distinctness. 

VTausJacnltr - clarity of central vision; the relative ability of the eye to resolve 



DfBaaniejrisn al aeutty could be described as an index of the ability to discriminate 
detail in finely patterned moving targets. 



One iris of the eye opens and doses with decreases and increases in light so as to 
provide the smallest pupil opening at the prevailing light leveL The decline in pupil 
size does not contribute significantly to the decline in speed of visual perception In 
older persons. (NIA Report P-lll) 



The prevalence of cataracts (lens transparency that seriously impairs vision) In 
older persons Is not high; 9% among those 60 - 69 and 18% among those 70 - 70 
years of age. (NIA Report F-122) 



detail. 
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■Acuity under km mmnlnation* 



Changes in the latent period (speed of response) of the optical nerve occur only in 
illumination fluctuations of a thc'jsand-fold or more. (HI A Report F-121) 



Dr. Jascck Siafran, in his study of airline, military and test pilots, conducted for 
the U. S. Public Health Service in the mid to late 1960% stated, "As an 
occupational group, pilots are better observers and consequently are able to ertrac. 
Information more efficiently even at very low levels of signal to noise ratios (signal 
in this case is the visual or aural information and noise is the surrounding 
background or Irrelevant information). 



Szafran further stated that the reduction in signal to noise ratio is in the order of 
25% in pilots under age 40 a? compared to 20% in those over age 40. This trend, 
according to Szafran, is in line with other findings which support that diverted 
attention away from a high Information signal is likely to produce an effect 
resembling a reduction in its intensity. 



"PQfJNgHKD VISUAL ACCOMMODATION AM) FIELD* 



"Visual accommodation* 



Visual accommodation - the ability of the crystalline (transparent) lens to change 
shape to bring near objects into focus. The crystalline lens grows throughout life, 
adding a stratum (layer of tissue) every four years. This leads both to hardening 
and yellowing of the lens (NIA Report F-121). 



The absolute level of accommodative power is somewhat higher in pilots, This 
refractive (the deflection of a ray of light as it passes a lens) loss (in 
accommodative power) can be compensated for, for the most part, by the use of 
bifocal lenses (NIA Report F-121). 





ISO 
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Dr. Szafnn analysed "intrinsic" (internal! Inherent} inborn) attributea "saMntlal to 
flying" (such as high speed decision-making, the detcotion of low intensity - low 
probability signals, and tho ability to usimilatt largo amounts of information). 



Ho stated, "Although tho expected paysiologioal daolinos ware notod On < 
accommodation for iiertanoe), parformaneo of older pQota in most instanoaa was 
compatibla to that of younger paots. (MA Raport P-1I4J. Seafran also stated, 
"There aro smgastlons that genetic, dietetic, and climatic factors may ba Implicit 
in this condition". 

In both auditory and visual discrimination tasks, oldar pilots tand to select 
atrategias that wcra optimal for signal detection, negating tha overriding 
limitations incurred by decline in sensory mechanisms, o*., lens yellowing, 
declining visual accommodation, end presbycusis Ocas of ability to perceive or 
discriminate sounds as part of the aging proc e ss). There is also a lack of significant 
differences with decision-making capabilities across age cohorts 
(NIA Report F-114 & F-115). 



"VtsmflekT 

yisnal field - the area simultaneously visible to one eye without movement. 

Hie loss of visual field is most marked past sge 65, but the degree of this change is 
highly variable between individuals. Most of the field is likely to be intact in 
healthy persons in their seventies. (NIA Report F-Ul) 

Glaucoma - - In which there is reduction in the visual field associated with too high 
intra-ocular pressure - - Increases with age, but is not intrinsic with aging 
(NIA Report F-ltt). 

Vfeual perimetsry (measurement of the visual field) testing end regular tonometry 
(measurement of tensions) should be sufficient to detect glaucoma and associated 
1 field problems developing in older persons (NIA Report F-1M). 
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■A fa. th. tMitty *^ pro^.. ^ fa^j to nformtw 



awftoa eneftied epedflc perceptual (^WXTproeoee of ooombIik Mranri ^ 

SSSJ£2 £f J&L^S? " ?"" ■■■ " > ""•«"• to (Morula, wither 
J^^TJ^T^Z!^!* 1 "*" 1 ta P-^orraenoe. Fee eJmo»tWorj 

INIA Raport F-125) 

Sfssss^r ° f ■nation, pero^^Er 

mantf est tadhrttial (Hffereooee, to manifest age <Bfl mum, and to be 

be pretfetire of pUot profWeooy. (OTA Report P-1M)^^ »»o na. Been ftxnd to 

>M ^i«w— i n «aia lrt oa reaction Urn* of rarioue ep ro «. 

SEELtZZZZllSr *°" a thetxeeotlon tint bm* (KerlTSoroieonn* 
^performance of youyr iwm old, aubjoot, j. ^Suwd. AtoieootootfaM 
actually I ner iaaei fee well practiced mancwera. 
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■ALTERED SPBKD. CAPACTTT OR ACCPRACT ASSOCIATED WITH VAMOD8 

Afl>fccrft <tt AtYMimOw. Hrtotim&rtk WRf6tkAH6L mWrV "Bfg 
frm6feLKM-K)LViHO Aftfllfr^ - 



Prar -isbiy. the Administrator If alluding to the statement made by the National 
Academy of Sciences, Institute of Medicine Panel (IOM/ cn Page 140 of its report to the 
National Institute on Aging. 

"Aspects of attention, psychomotor performance, memory and problem- 
solving ability show altered speed, capacity and accuracy with age." 



The IOM Panel went on to r *i 

"However, as was noted for perceptual function, there is great variability 
wnong individuals. In addition, performance decrements ere far leas 
apparent for well practice'* skills. 11 



"PSYCHOMOTOR PBR»Q«MAwr*" 



Psychomotor - Relating *.o the l ental origin of muscular movements, to the 
production of voluntary movements. 



Piloting a plane requLes efficient extraction of Information from a broad vray of 
relevant and irrelevant stimuli in which It is embedded. There ft also a necessity 
for monitoring many sources of information and focusing attention selectively. 



Three variables are Important for Inclusion in any battery of tests to predict pilot 
proficioneyt 

Selective Attention - (the ability of a person to extract Information 
efficiently from the array of Information available)) 

Percept u al style - (mental process coming aware of opr recognising 
objects or Information)) *nd 

Perceptual motor reaction time - (tne time It takes for mental processes to 
generate Impulses to cause muscle fibers to contract. An organUmt overt 
reaction to a stimuli.) 
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Page Seventeen Engen 

There Is a great deal of interest In determining other attributes necessary for piloting an 
airplane. Sec noU <* the study conducted by Bsafran on Pages 11, 14, and 15. 

Once again, to repeat Saafran's conclusions, "..^routine aspects of a professional pilot's 
^loM^n?-u^ MmM * *" a * ng icrott * normtl workin * uf «- 

Psychomotor flowing with age cannot be attributed to such factors as sensory 
diminuation alone (IOM Report P-143). y 

The speed and accuracy of older pilots appears to be highly dependent upon the 
cardiovascular pulmonary status rather than chronological age (IOM Report P-145). 

INTELLIGENCE AND PROBLEM-SOLVING 

Among pilots, there is no correlation between age and intelligence as assessed bv 
the Raven Progressive Matrices (IOM Report P-158). 

Pilots as a group appear to have above-average intelligence (IOM Report P-156). 
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Appendix 2 
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•1 time ''I'M ( o'nn j t r i " ' fsii.t, 
H '.isc (■* < prest-iU^l lvt-s 
Ujshinjtoi, D.C. 2U515 

Dear Mr. Rlnaldo: 

DurinR the hearing o" airline pilot retirement held by the Select Committee 
on October l"', iv «"iS agreed that Dr. Sanuel N. Fox ■ III, Dr. Jefferson M. 
Koonce, and I would develop an exaolnat-v protocol which might substitute 
for the Federal Aviation Administration's , . ') Age 60 rule. 

The attached protoco 1 is our combined response to thst request* It Is based 
on the Report of r *ie National Institute >n Aging (NIA) Panel on the 
Experienced Pilots Study and subsequent additional research related to human 
performance beyond age 60, as presented at the hearing on October 17. The 
proposed protocol would provide for testing commercial airline pi lot a for 
continuation of pilot status beyond age 60. 

While the Report of the NIA Panel on the Experienced Pilots Study of August 
1981 concluded that, despite no convincing medical evidence for pilot 
retirement at age 60, the present rule should stand because of Inadequate 
dfltA to support a change, It also recommended that, "an approach to changing 
the age 60 rule," should be undertaken (pp. 22-25 of that report). In the 
Intervening years since 1981, further research has documented the 
maintenance of good health and functioning In many persons well beyond he 
age of 60, and has documented the predictive value of certain rests. 

[>n> . Fox , koonce, and I have based the enclcsed protocol on the previous 
reconwendat ion and the more recent research findings, and are submitting It 
for discussion and consent by the FAA as requested by you and Mr. Roybal. 



Sincerely yours 




T. Franklin Williams, M.D. 
Di rector 

National Institute on AglnR 



} nr \ os tire 
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December 19, 1985 



Proposed Ersonlnation Protocol for Airline Pilot. Age 60 and Above 

Thi. proposed ^roro-rol is designed to provide, for any pilot affected bv rh. 
present age 6C rule who wishes to continue a. . pilotbeyond age 59 a 
comprehensive exarr" mation of health tnr.n «„h Jl * 7 , I » B J '» m 
.hould e.t.blisb h-^/her co., t ln",d ,""" C "L '"J"' '* 1Ch 

the additional benefit of creating La „" !„'• ?" ^ " y pr ° Vld<! 

b..i a f „ r ^di flc . tlo „ oAs:: £.r^~x«.». " • 

Any pilot subject t-i the age 60 rule who u4ah*a „ -« 

.g. 5, r id i-^.r g , th. following ^.hlX'LT.' "SaTm.^*' 0 " - 

evaluation of performance, "wmuon end 

W^lTFt^ 8h ° Uld lnClude < h < i«iti.llv and at 

(1) Medical and interim v l8t0 ry including ,»oking hiatory 

(2) Physical examination including funduacopic 

(3) Blood pressure 

(4) Chemical screen profile - SMAC-24 or comparable blood ch-mlscry 
t trl g ? y c. n r;ie. lng t0til "Pop-reln chole.c.rT.nd 

(5) Urinalysis 

(6) Chest X-ray 

(7) Resting el echocardiogram - standard U-lead 

(8) Exercise Tolerance Test (BIT) inching thallium perfusion .tudy 
The present qualifying criteria would aoolv for r>,„.. . . 

included in pilot examination.. The ex.mlnl™ nB J° "T"" ' lr " d * 

physician of'th. FAA .hould exerclr, Juugmant^tn £?ri"? S "J 1 " 1 "* 
rl* f.ctor. Included above, I.e., J kl « g ^ 

.ccur.t.ly callbr.t.d. with .c^p, ^ "'^i;:', ^'""'^f 

reproduction, of the thallium .„„. , hould ,„ .ubrUted o th. m wnlci "* 
turn would have them reviewed by a r«co»nl».H . . Z whlc ' 1 

The examine, would be con.id.rS to have oot.lnT-c « ^ lnt "P'«'"-- 
.vacation if h./.h. can demonstrate an uncom romi. d" 0111™ \ 'compl.tT. 
progressive exercise protocol achtev<rg .t i e ., t . tZt y ° , c ° n P lete ■ 

intensity of CO) multiple. of rt ,f lng .^(.^S^ "".1", no 
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lest than ten (10) minutes with at least three minutes above seven (7) METs. 
Ills can be achieved by completing nine nlnutea if a Standard Bruce Protocol. 
An eight (8) MP criterion appeara appropriate for woman. In addition the 
thallium acan Interpretation should be clear of defects, except that a defect 
seen on the Immediate post-exercise film which persists unchanged In a 
post-three-h )ur film stay* based on the physician's judgment, not be considered 
disqualifying. 

Compromising responses ou the ETT would be the occurrence of any of the 
following: 

1. More thsn -0.10 millivolts horizontal or downsloplng ST uegment 
depression (or equivalent elevation) in any precordial lead or Leads I 
or aVL during or after exercise or more than -0.15 mV «n lesd sVF. 
Some correction for R wave amplitude may be appropriate where R waves 
exceed 2.0 mV In height* 

2. Occurrence of three or more sequentlsl premature strlal or ventricular 
complexes during exercise. 

3. Decline of more thsn 20 mm Hg of systolic pressure with continued 
exercise beyond the initial adjustment to the test protocol* 

4. Less than coherent verbal responses, staggering, stsxls or other 
evidence of Intolerance to the exertlonsl demands. 

5. Chest discomfort or any form of "anginal equivalent." 

The comprehensive flight proficiency protocol , ahould consist of the following 
components: 

1. Written Lest of knowledge. 



The pllota should be given sn snnusl written test on their knowledge 
of (.heir aircraft 'a systems, the procedures specific to the slrcrsft 
Itself, and the applicable Information from the Federal Aviation 
tegulatlona and the Airman's Informstlon Manual* Thla will aerve as s 
check on the retention of the cognitive end procedurel information 
which tends to deteriorate over time, especially if the pilot rsvlsws 
snd/or uses this information Infrequently- The teat materials 
relating to the Federal Aviation Regulations end the Airman's 
Information Manual ahould be written by tha FAA and focua on tha 
apeclfled in FAR 121.419(a). Tha FAA already haa a algnlflcant 
battery of test Items on subjsct matter in thess domains snd would be 
best suited to develop tests aeesurlng the extent to which pilots hsvs 
s sstlsfsctory knowledge of the reguletlons and proceduraa related to 
aircraft operatlona in the alrapaca ayataa* Tasta on tha pilots* 
knowledge of their aircraft's systems snd procsdurss would best be 
developed by the msnuf scturers of tha aircraft across all slrllnaa who 
usa thst equipment* But alnce thla la highly unlikely, the Individual 
airlines should develop such tests, snd those tests should be approved 
by the Administrator. 
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2. Perceptual-motur skills of piloting* 

The perceptual -mo tor akilla of piloting the aircraft ahould be checked 
twice each year (at leaat once every six oonths) to ensure the ability 
of the pilots to perform the tasks required of their flightcrew 
positions* One shoulo utilize the computer-baaed flight simulator 
systems , presently used by the industry for initisl checkout and 
upgrsde training and line oriented flight training (LOFT . to meaaore 
the proficiency or akill o* the pilots. The FAA apt te 
aaneuvera and procedurea mat ahould be perforated -iency 
check ride (Appendix F or Psrt 121) and has set to* ^r 
performance on flight paraaeters in the Advisory Cii-.-ar AC61-77, 
Airline Transport Pilot Airplsne Prscticsl Test Guide. The flight 
simulators can be rather eaaily programmed to monitor the pilot'a 
ability lo maintain the flight parametera of the aircraft within the 
tolerancea aet forth by the FAA. The current modern s>aulatora in use 
are controlled by computers, and apecific paraaeters. auch as 
airspeed, altitude, course devistion, deviation from flight paths, 
rstes of aacent or descent, and other infonaation regarding flight 
controls and paraaetera, can be monitored by the computer and 
information produced indicating the frequency and magnitude of any 
deviations from the desired parameters. This would provide for the 
determination of skill level (proficiency) in the most objective 
manner possible at the time. 

3. Application of rules and procedures. 

Procedural items are to be evaluated in terms of the satisfactory 
completion of the approp. iate aequence of steps (as per the approved 
airplane operating manual) in a timely manner. Thia should also be 
done at least once every six months. The specific steps of the 
procedures are set forth in the manuala and could be programmed into 
the computer that would check for the appropriateness of responses. 
The timeliness of the pilot's behaviora should be determined by the 
recommendations of the manufacturer of the equipment based upon the 
maximum reasonable tiae that would pr vent further aggravation of the 
abnormal situation. For flight skills snd procedures which must be 
performed in the actual aircraft, relatively objective manually acored 
checklists can be developed which will reflect the magnitude of 
deviations from physical parameters, correctness of procedures, and 
the extent of proper management of cockpit resources on hand. 

It is recommended that a flight simulator as per Appendix H of Part 121 of the 
FAR be utilized for the measurement of performance to the greatest extent 
possible. The actual maneuvers and procedures included in the proficiency 
flight checks should include, but not be limited to, those set forth in 
Appendix F of Title 14 CFR, Chapter 1, Part 121. 

The criteria for judging performances should be based upon the effects ->f the 
pilot's behaviors upon safety of flight and -he flight test standards 
published by the TAA. 
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Reference* for the flight proficiency protocol ; 

FAR Part 121.415 Crewmaaber and dispatcher training raqulreaenta. 

121.417 Crawaeaber eaergency training. 

121.419 Pilot* and flight engineer a j Initial, transition, and 

upr r «da ground training. 

121.424 Pllota: Initial, tranaltlon, and upgrade flight training. 

121.427 Recurrent training. 

121.433 Training Required* 

121.434 Operating axperlenca. 

121.437 Pilot qualification: Certlilcatea required. 

121.439 Pilot qualification: Recent experience. 

121 .440 Llr.e checka. 

121.441 Proficiency checks. 

121.443 Pilot In coaaand quallf Icatlona: Route end tlrporta. 

Appendix E of Title 14 CPR Part 121, Subpart V - Plight Training 

Requlreaents. Maneuver a and procadurea required by Section 121.424 to 
be performed In flight except to the extent that certain aaneuvera end 
procedure a cay be performed In en airplane alaulator with a vlaual 
ayatea (vlaual alaulator), an airplane alaulator vlthout a vlaual 
ayatea (nonviaual alaulator). a training device, or a atatlc airplane 
aa peraltted by Appendix E. 



Appendix P of Title 14 CPR Ch. 1 Pt. 121, Subpart V - Proficiency Check 
Requlreaents. Specif lea the aaneuvera and procedure* required by 
Section 121.441 of 14 CPR Ch. 1, Subchapter C, Psrt 121, Subpart N. 

AC61-77 Airline Tranaport Pilot Airplane Practlcsl Test Culds. 

Designed to ssslst the applicant and hi a Instructor In preparation 

for the Airline Tranaport Pilot Certificate with an Airplane Rating 
under PAR Pert 61 (revlaed). 



AC120-36A Line-Oriented Plight Training Prograas. 

Sets forth one aesns, not the only aesns, scceptsble to the 
Adalnlstrstor for approval of a line-oriented tralnln3 program under 
FAR 121.409. 



AC120-4O Airplane Slaulator and Vlaual Syatea Evaluation. 

Seta forth one aeana that would be acceptable to the Adaln'at rator 
for the evaluation of airplane alaulatora to be uaed In training 
programa or for airmen checking under Title 14 Code of Pederel 
Regulations (CPR). See PAR Part 121 Appendix H - Advanced 
Simulation Plan. 
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Evaluation methodologies relevant to pilots 1 health and proficiency are 
continuing to be developed. For example, the Single Photon Emission Compute r 
Tomographic (SPECT) approach, now becoming sore widely available, say enhance 
the capabilities of thalliua imaging; radionuclide angiography may also provide 
useful inforaation, but performance standards for persons aged 60 and over 
need further definition. More quantitative predictive values for risk factors 
such as those referred to above should also become available. The FAA should 
assure that it Is kept adequately informed of progress in >u ch development and, 
together with ongoing analysis of the results and outcomes of the above tests, 
should modify its requirements from time to time. 

In addition, a program should be developed to collect data on a random 
selection of pilots between the ages of *0 through 55 for normative purposes. 
These data could also be utilised for longitudinal documentation of the 
individual changes in piloting abilities over time. 
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^,5^^*^ Otiitt eHht Adm^,,,,©, BX tnctDtnotncf A* tw 

of uompcanoicn , wuhmpio* 0£ ?oswi 

Federal Aviation 
Administration 



APR 2 6 1985 



The Honorable 3d ward R. Roybil 
Chairman, Select Committee on Aging 
House of Representatives 
Washington, D. C. 20515 

Dear Mr. Chairman: v * 

This is in reply to your letter of March 20 which seeks fuitier 
information fror the FAA concerning the a^e"60 fuTeS I an 
pleased to respond to the issues you haiTe 7ai seH^ your letter. 

Among other things, you have asked the FAA to specify those 
conditions that the FAA has identified "which cannot be 
predicted or diagnosed and which would jeopardize flight safety 
if not discovered.,..- Actually, my original response to you Y 
indicated that there are many "medical conditions, the Onset of 
which we cannot predict to a sufficient degree to providS an 
appropriate assurance of sa; e ty." (Emphasis idded ) 
Therefore, what is sigrifica.t is not that there may be s"ome 
neans of pred cting or diagnosing some of these cond i t i oTTT^but 
thrt for many of these potentially threatening conditions [hlrl 
are substantial limitations associated with the accuracy or 
practicability of the methods available to cake such 
predictions or diagnoses. You have asked me to specify 
conditions for which we believe the ability to predict or 
detect their occurrence is limited by the current state of 
medical science. Some examples of such conditions are- 
neoplastic diseases of various body organs; ischemic " 
cerebrovascular disease; cerebrovascular conditions that lead 
to cerebral hemorrhage and subarachnoid hemorrhage; Parkinson'* 
disease; dementu; endocrine disorders, including disorders of 
the thyroid and pancreas; and cardiovascular disease, including 
disease of the cordnary arteries and peripheral vascular 
system. The frequency of these disorders increases with age. 

There are a variety of other conditions which typically 
increase in seventy or are aggravated by age, and which 
because of their often subtle nature, do not necess an ly ' i end 
themselves to detection. Even if such subtle changes were 
detected, there is no validated way to relate such information 
to the specific level of capabilities needed to safely pilot a 
commercial aircraft. Examples of these conditions are- 
decreased dynanic visual acuity and acuity under low 
illumination; Garnished visual accommodation and field; a 
slowing in the ability to process and respond to information- 
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md altered speed, capicity or accuracy, associated with various 
aspects of attention psycho-otor perforaance. ..eio^y. and 
problem-solving ability. . . 

There are varying degrees to vhich we cm predict or diacnoc, 
the existence of the kinds of conditions and disorders I have 
enumerated above. Some of these conditions, of course \rl 

?SIr. S !ri°!J-^ han fr °° a Safety P e "pective. Moreover 

there are different degrees to which different individuals may 
be afflicted by such disorders. Although conditions such as I 
have mentioned may be found at any age, the frequency of such 
disorders does increase with age. 

Ke continually seek to remain abreast of advances in medical 
scie.ee and to be generally familiar with the accuracy and 
availability of -various testing methods to identify underlying 
disease processes and functional deficiencies. As I have 
indicated, there exists no practical testing methodology for . 
variety of conditions which may affect aging pilots. Th«s llL 
uas confirmed by the National Institute on Aging (NIA) Panel «n 
the Experienced Pilots Study. This Panel coSclSded that 
age-related changes in health and performance influence 
adversely the ability of an increasing number of individuals to 
perform as pilots with the highest degree of safety and, 
consequently could endanger the safety of the aviation system 
as a whole. Moreover, the Panel could not identify the 
existence of a medical or performance appraisal systen tha-t can 
sinjle out those pilots who would pose the greatest haiard 
because of early or impending deterioration in health or 
performance. This is a very significant conclusion which in 
our view, cannot easily be dismissed nor should it be. 

After the NIA report was issued, in keeping with the report's 
recommendations, the FAA issued an Advance Notice of Proposed 
Rulemaking (ANPKM on June 23, 1982, which sought comments on a 
plan that would allow air carrier pilots to voluntarily enter a 
program for collection of medical and performance data that 
•■night form a basis lor relaxation of the age 60 rule. After 
the review of public comments on this, proposal the FAA 
withdrew the ANPRM on March 20, 1984, because, it was 
determined that, in the absence of validly selective tests 
there are not sufficient means of collecting quantitative ' 
n>e<hcal and performance data on airline pilots under conditions 
of actual operational stress and fatigue that do not introduce 
an unacceptable safety risk. 
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The Panel's findings, together with our assessment cf the 
comments received in response to the ANPRM and our continued 
review of the scientific literature, persuade us* that the age 
60 rule should not be changed it this time. Since the purpose 
of this rule is to assure that air carriers are providing their 
services consistent with the highest degree of safety, we 
intend to make no changes to the rule until we are confident 
that the safety of the American traveling public would not be 
jeopardized. Ke simply have no basis for such confidence at 
this time, but we will continue to monitor advancements in 
science in order to initiate appropriate changes to the rule 
when they 2re warranted. 

I am enclosing a copy of the original NPRM that proposed the 
establishment of the are 60 rule, the issuance- incorporating 
the final rule, and tne withdrawal of/the recent ANPRM I have 
centioned. I trust this is responsive to your inquiry. 



Sincerely, 



Donald D. Zhgen 
tairnstre tor- 
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Representative Retirement Ages for Pilots 
. of Major Flag Airlines 



British Caledonian 



British Airways 
KLM 

Lufthansa 
American 
Qantas 
Iberia 

Middle East 
Air France 

SAS 

Pakistan 
Air Canada 

Finn Air 

Pan American 
TWA 



Retirement from the left-band seat at age 
57 but permitted to fly in the right-hand seat 
until age 60. 
Age 55. 

Age 56 with provision to carry on until age 
60 but this opposed by younger pilot group. 
Age 55. 
Age 60. 

Age 55 but selective to age 57. 
Age 60. 
Age 60. 

Age 60 but possibility to retire at 50 with full 
pension. 

Age 60 but selective at 55. 
Age 60. 

Age 60 but 50% of the pilot group took retirement 
at 55. 

Ability to retire at 52 with full pension - 
mandatory retirement at 55. 
Age 60. 
Age 60. 



Source: Air Transport Association (November, 1983) 
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Air Transport Association 



OF AMERICA 



1709 New York Avenue, NW 
Washington, DC 20006 
Phone (?02) 626 4000 



October 16, 198* 



Honorable Edward Roybal 
Cha l r man 

Select Committee on Aging 
U.S. House of Representatives 
Washington, D.C. 20&15 

Dear Mr. Chairman: 

The Air Transport Association of America (ATA) which 
represents the scheduled airlines of the United States* 
appreciates this opportuni ty to comment once again on the 
mandatory retirement age for pilots, the Age 60 Rule. For your 
lecord, I would like to reiterate the comments which we made on 
the National Institute of Aging's Report titled "Airline Pilot 
Age, Health and Performance: Scientific and Medical 
Considerations" in Kay 1981. 

The basic issue raised by any consideration of a mandatory 
retirement age for airline pilots is safety; it is not an issue 
of discrimination, economics, or pension plans, but safety . 
The Report confirmed that: 

1. Pilot performance can be adversely affected both by 
decrements accompanying the aging process and by a 
broad variety of medical conditions, the incidence of 
which increases with age. 

2. Despite the various advances which the Report 
advocates be considered with a view towards improving 
the medical certification process, validated medical 
and pilot performance tests to measure certain 
age-related performance decrements and the effects of 
such decrements on pilot proficiency are lacking. 



Of the 32 ATA member airlines. Frontier Airlines and 
Republic Airlines have differing views on the mandatory 
retirement of pilots at age 60. 
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Honorable Edward Roybal, Chairman 
October 16, 1985 
Page 2 



ATA thus views the Report 
support for its position that 
compromised by a change in the 
at age 60. 



as providing solid additional 
safety should in no way be 
mandatory retirement of pilots 



Sincerely, 




Technical Services 



L50 



146 



,«*:>« A Oil* OMNIA 



Cl»utH rt*n* HD»M 



«i ni«* jinirr 
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•at •k~«*oio> HP* tMuCO 



<H.£>. $cus>e of ftcprctfcntatibc* 
delect Committee on Sgtng 
«la*t)inffton, 3BC 20515 

Tlto*h»* (3021 220-J17t 

October !t9, 1985 



tuoaot C WO«1U* MM TO 

couom K<mw« —cm 

JOHN kttC*W M>M 



miu mucm M«nu 

»QOT VMM 
1**111. »U«M 



Don E. Tlinn, M.D. 

Professor and Chairman tMK , Cm 7«Z 

Department of Psychiatry "- 0 "'™ »«" 

' School of Medicine 
Texas Tech University Health Sciences Center 
Lubbock, Texas 79430 

Dear Dr. fl'.M:: 

The Select Committee on Aging held a heat ing to *» armne tne continued 
ne*^ for tnc Federal Aviation Adi imstrM ion's Age 60 Rule for commercial 
airline pilMs on October 17, 1385. Because you submitted written testimony 
for the Committee's November, 1983 hearing on the same subject, 1 would 
appreciate /our sharing your views with the Committee again. A copy of your 
1983 submission and testimony from the recent hearing ar' .nclosed. 



You may use your 1983 testimony as a basis for discussing the following: 

1. What are your academic and professional qi. Jifications to render an 
opinion on this issue 9 

2. Is a mandatory retirement hge for commercial airline pilots 
medically and scientifically justified at The present time 9 Why - 
why not 9 

3. The National Institute on Aging's Experienced Pilots study in 19b* 
endorsed continuation of the Age 60 Rule. Are you aware of any 
research finding or testing developments since that time which lead 
you to bp*. eve that the Age 60 Rule m&y now be safely eliminated 9 

^lca . eel free to refer to the *osed statements and incorporate any 
evr entiary dtenal m your response, "i out reply should be directed to me at 
the address cn this letterhead by November 14, 1985. Please call John Vihstadt 
(202-226-3394) if you have any questions. 

The Committee looks forward to your c^' aition on this issue. 



Sincerely yours, 



MA PTHEtt J. RINALDO 
Ranking Minority Men.jer 

MJR jv 
Enclosures 
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Texas Tech University Health Sciences Center 



I. S. house ol' Represented, v es 
Select CoTrunittee on Aging 
Washington, D.C 20515 

Dear Mr. Vihstadt: 

Enclosed please find my comments on the Age 60 Rule. I 
hope that they will be helpful. 

If you have any questions, please let me know. 
Sincerely yours » y\ 



Don E- Flinn, M.D. 
Professor and Chairman 
Department of Psychiatry 

DEF/da 

Enclosure 
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Texas Tech University Health Sciences Center 



November 12, 1985 



SCHOOL Of MEDIClM/DepaMmeni of Piychtairy 
Lubbock Te*ii 79430-0001/(806) 743-2800 



WRITTEN COMMENTS OF DON E. FLINN, M.D. 
FOR THE 
dELECT COMMITTEE ON AGING 
U.S. HOUSE OF REPRESENTATIVES 

My name is Don E. Flinn, M.D. I am Professor and Chairman iu the 
Department of Psychiatry at Texas Tech University School of Medicine. I « m 
certified by the American Board of Psychiatry and Neurology. I retired ' rom the 
Air Force ,fter 22 years of duty as a Flight Surgeon. During that time, my 
duties also included assignments as Chief of Psychiatry st the School of 
Aerospace Medicine in Sar Antonio and as Consultant in Psychiatry to . » e Surgeon 
General of the Air Force in Washington, D C. In the 18 years tinc e I retired 
troa the Air Force, I have held faculty positions at the uV L.A. School of 
Medicine and the University of Texss School of Medicine in San Antonio in 
addition to my present position. During this time I have szrved as a Consultant 
to the Federal Air Surgeon and to the Medical Director of the Air J.ine Pilota 
Association, as well as to airline medictl directors. I would like to submit 
consents on whether the FAA rule requiring airline pilots to retire at age 60 is 
justified by current knowledge about intellectual functioning and psychomotor 
performance. 

It has been stated by others that all airline oilots need not be forced to 
retire at the sane age, since there is considerable variation in the health and 
in the functional ability of individual as they zge. It has been further 
supgested that it would be more appropriate to individualize the age at wmch 
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Psge -2- 

Don E. Flinn, K.D. 

airline pilots must retire through using a "physio logics 1 index". In my 
opinion, no such index of psychomotor functioning exists st this time. It is 
possible to measure a vide variety of individual perceptual, intellectual, 
psychomotor and psychophysiological functions. However, the relstion.hip of 
these discrete functions to complex tasks such aa decision msking « n d 
performance i n piloting a commercial aircraft has not been validated Complex 
performance depends upon the interrelstionship of .11 of these functions. No 
formula present y exists for combining these individual functions into s 
"physiologicsl index" of aging. In this respect I agree vit h the findings of 
the Institute of Medicine Report on Air Line Pilot Age. Health and Performance 
which concludes that the point at which measurable change in pilot performsnce 
becomes operationally significant is yet to be determined. 

It has been proposeo that age related decrements i n pi l 0 t performance can 
be detected through the use of f 1 ig.n simulators. However, it is my experience 
that pilots seen for Psychiatric and psychological evaluation msy hsve 
clinically significant decrements in mtel lec'ual function sn d pscyhomotor 
performance which have not been detected by routine f light simulstor checks 
conducted by the airlines. This experience ia also compatible with that of the 
FAA-Air 1 me-ALPA program for dealing with impaired pilots, referred to in the 
Institute of Medicine Report, which states that detailed histories of such 
pilots resulted in the retrospective identification of proficiency problems in 
about 30: of the total number of esses, although proficiency may not have 
deteriorated to the point of being identified by flight training personnel. 

In summsry, I believe that a uniform age at which .11 air line pilots 
should retire is necessary, since no sge related "psychophysio logics 1 index" of 
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Page -3- 

Don E. Flinn, M.D. 

intellectual «nd psychomotor function* exiati. at present. In v lew of the 
ateadily increasing morbidity and impairment of function occurring at about that 
age, I believe the deciaion to chooae age 60 for retirement waa justifiable, and 
I know of no exiating research which would demonatrate that another age ia more 
appropriate . 
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NASA - Aaea Research Center 
Moffett Field, California 94035 
Novenber 12, 1985 

Boo. Matthew J. Rinaldo 
U. S. Houae of Representative* 
Select Comnlttee on Aging 
Washington, D. C. 20515 



Dear Mr. Rinaldo; 



I am encloaing the original and one copy of anawar. t i. 

reaponae to your requeat of October 29th Prepared in 

airline pilot, at the age of 60? ' C ° ncernln « "odatory retlre«nt of 

I mm ple..ed to be able to a*. l.t the Co n lttee H <». » ji , . 

t.nt matter. If y0 u h.ve , UMtlor . .h" " **! '"^ 

cont.ct m .t the above .ddre.. or by telephone «t «5-694-5n" *° 



Reapectfully yours, 
Charlea E. BllllngSv/M. D. 



1r * 
Do 
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ANSWERS TO QUERIES FROM MATTHEW J. RlNALDo, November 10, 1985 



The following answer* are submitted pursuant to a requeat by Matthew J. 
Rlnaldo, Member of Congreas, dated October 29, 1985 and received November 1, 
1985. The answer* are baaed on the author'* personal experience and 
expertise. They are offered aa the opinions of a private citizen. 



1. What are your academic and professional quail flcatlona to .ender an 
opinion on thla Issue? 



I aa Senior Scientist of the Aerospace Human Factors Research Division, NASA- 
Ames Research Center. 1 am a physician, certified by the American Board of 
Preventive Medici' In Aerospace Medicine and Occupational Medicine. From 
1960 to 1973 was Professor of Aeroapace Medicine at The Ohio State 
University, where I waa alao Director of the Aviation Medicine Reaearch 
Laboratory from I960 to 1970 and Director of the Division of Envlronmentsl 
Health from 1970 to 1973. From 1973 until my retirement In 1983 I wss s 
Clinical Professor of Preventive Medicine at Ohio Stare University; from 1979 
to 1982 I was a Clinical Professor of Aerospace Medicine st Wright Stste 
University. 1 have been employed by NASA as a Medical Resesrch Officer since 
1973. From 1976 to 1980 I headed the Aviation Safety Research Office st Ames; 
I was Asaistant Chief for research of the Man-Vehicle Syatems Research 
Division from 1980 to 1983, before being appointed Senior Scientist. 

1 am a Fellow and Past President of the Aerospace Medical Association snd * 
Fellow of the American College of Preventive Medicine and the American Academy 
of Occupational Medicine. I aa also a Member of the International Academy of 
Aviation and Space Medicine. I have been a pilot alnce 1953; 1 hold a 
commercial pilot license endorsed for airplane single and multl engine land, 
helicopters and an Instrument rating. I have received numerous national 
government arid Industry awards for my aviation safety research; I waa a member 
of the Panel on the Experienced Pilots Study of the National Institute of 
Aging. 
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In spite of the iapressive advance, that hav e been aade in .edle.i 

disorder*. eaic.x cercincstes from persons with these 

It is also known thst at least some of the skills necessary for ni.k, 

.kill.. Heg.rdlea. of Indlvlo^'excep lo " £. ..VclEd" . n^ 1 ^ 1 
data indict, that the population .. . Lie 1. .ublect t« w2' £ ,T,11,ble 
locre«.lng r.te of dl.ablllty or death due to „h«l«l P heno " en « ! « 
deterioration In .Killed performance, with Incre.alng .g^" 1 dl '" der '' " d 

L^fe'at d h P " d , ed UP °° t0 detCCt "hi P er.on PO i h n t!5 

-anlfe.t .uch « dise..e durln t the aever.l „nth. following exa.ln.Uon nor 

•JteL^S "V"?'" flndln » «»' "-"there 1. „„ convincing .edlcal 

death and dl.ablltty rla, prior to th£ ^ U8h '« e - rel » t e d 

original, .d D ittedl y .rbltr.r/cnoLe'of ZL'ol ' r ^ ^..-'been 

retirement age for air carrier pilot, until auch time aaT.ee per.Sa.lve 
evidence that validated predictive teat, fe.alble for appllca.lon " tnl! 
population are available. ■ ppucacion to thla 
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Because the likelihood of sudden death, disability and incapacitstion due to 
previously undetected dlseaae increases at an accelerating rate with 
increasing age, it ia my opinion that to increase the current mandatory 
retirement age will compromise, by some amount, that level of safety, and that 
the magnitude of the risk will increaae with each additional year flight crew 
membera are allowed to remain in the cockpit. 



3. The National Institute on Aging's Experienced Pilots Study in 1981 
endorsed continuation of the Age 60 Rule. Are you. aware of any 
research findings or testing developments since that time which lead 
you to believe that the Age 60 Rule may now be safely eliminated? 



I believe that the widespread use of Thai"* ium-Technitlun acanning during 
exercise provides improved diagnostic accuracy with respect to comprouise of 
the myocardium and thus that those persona who are evaluated with this 
relatively non-Intrusive technique can be diagnoaed with greater accuracy than 
previously. Whether these quite expensive and time-consuming techniquea are 
feasible as screening testa for aeveral thousand pilots is quite another 
matter. 

I remain most concerneu about the effectiveness of current screening 
techniques for subtle intellectual deficits, notwithstanding the optimistic 
views that have been submitted to the Committee by others. I have seen no 
evidence that objective, reliable tests of cognitive function in a rich and 
rap illy-changing environment exlsL, let alonfc that they have been applied to 
or validated in a pilot population of any age. In view of the fact that the 
vast majority of our air transport accidenta are caused by fallurea of 
Judgement and decision-making, I believe that the Age 60 rule cannot be safely 
eliminated until such tests have been developed, the results published In the 
open literature, and used In the field for long enough to demonstrate their 
effectiveness as predictive indices of pilot cognitive and decision-making 
performance. 
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i s depaktm&ki of tr.a.nspoktatiov, 

Fedkral Amation .\dmin-istkatiok. 

Washington. DC, October Jj. 19V 
Dear bocroh Enclosed for your use m performing medical examinations nn «n- 

SUK ^S^o^reL^ 68 previous •**»• ° f the 

*' n ce asigmficam amount of new guidance material is contained in the revised 
Guide, I request that you carefully review the document as soon aT Zs bfe T£m 
have questions regarding information contained in the Guide, plels^ntect your 

W Sur ?t° n - In B ? dditi0 ?' if y° u ^ e comments on the Gmdf iteelf 
please share them with your Regional Flight Surgeon 

You will note that Chapter 1 of the Guide contains miscellaneous administrative 

(FM , FoZ' 8 W r8 v 2 .; *' ^ r th the """P'^ 0 " o^pSta 

12?. F°nn 8500-8). y ^ T of the examination ^ decision makinir in 

spect to certification. The Item Numbers in the Guide correspond to t™e 3 1W 
ber^n the appl.cat.on form. I„ general, under each Item Number you wSffinJrS 
erence to t e applicable regul- ions, examination procedures that «h^ be fal- 
lowed, and pertinent decision-making information. 0 fo1 

nf.tS.ft? mediCa ^ °»! diti «» that may encountered in the conduct 
of a medical certification examination could be mentioned in the Guide. Further- 
more, while the Guide contains general statements of Federal Aviatton Admintatra- 
bra certificate, policy regarding certain medical conditicns. iVmu* b. Tre^gntS 
that final certification decisions are highly individualized recognuea 

vou^lTfrd't^V^a 6 " 010 ^ 1 d ? c . ument assembly by your staff. We hope 

you w s 1 .^ e that it is a bignificant improvement over previous editions. 

H.L. Reiohard, M.D., 
Enclosure Federal Air Surgeon. 
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GUIDE FOR AVIATION MEDICAL EXAMINERS 



October 1*81 



INTRODUCTION 



The Guide for Aviation Medical E/aminers has been prepared to 
assist Designated Aviation Medical Examiners in the efficient 
and effective performance of their duties and responsibilities 
as representatives of the Federal Aviation Administration 
(FAA). Upon receipt of this publication, all previous editions 
of the Guide should be destroyed. The format of the Guide has 
been changed significantly. All material contained in the 
Guide is keyed to the corresponding item number contained on 
FAA Form 8500-8, Application for Airman Medical Certificate or 
Airman Medical and Student Pilot Certificate. 

Medical standards established by law are those contained in the 
Federal Aviation Regulations (FAR), Fart 67 (14 CFR 67), a copy 
of which is included in the Guide for convenience and easy 
refei°nce. 

The Guide includes the Federal Air Surgeon's interpretation of 
the Federal Aviation Regulations, Part 67, Medical Standa r ;s 
and Certification. 

This revision provides all pertinent information and guidance 
needed to perform the duties and responsibilities delegated to 
each Examiner by the FAA. 
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SUMMARY FOR AME GUIDE 



Class of Medical 
Certificate and 
Type of Pilot 


Flrst-Class 
Airline Transport 


Second-Class 
Commercial 


Third-Class 
Private 


DISTANT VISION 


20/20 In each eye separately without 
correction or at least 20/100 in eac h eye 
separately corrected to 20/20 or better with 
corrective lenses (glasses or contact 
lenses). (See page 56) 


At least 20/50, without 
correction; or if vision 
is poorer than 20/50, 
must correct to 20/30 or 
better with corrective 
lenses (glassea or con- 
tact lenses). (See 
page 56) 


NEAR VISION 


At least 20/40 with each eye separately, 
with or without correcting glasses (See 
page 61) 


At leaat 20/60 with each 
eye separately with oi 
without correcting 
glasses. (See pa&e 61) 


HYPERPHORIA 


Maximum of 1 diopter 


(See page 66) 


No standard. 


ESOPHORIA & 
EXOPHORIA 


Maximum of 6 diopters of esophorla or 
exophorla. (See page 66) 


No standard. 


COLOR VISION 


Normal color vision. 
(See page 63) 


Ability to distinguish aviation signal red, 
aviation signal green and white. (See page 63) 


AUDIOMETRY 


Maximum of 40 dB at 
500 Hz; 35 dB In 
frequencies of 1,000 
and 2,000 Hz, ISO. 
(See page 54) 


No requirement. Audiometry may be performed 
as a service to the applicant with his/her 
permission. 


HEAR NG 


Able to hear whispered 
voice at 20 feet. 
(See page 53) 


Able to hear whispered 
volcp at 8 feet. (See 
page 53) 


Able to hear whispered 
voice at 3 feet. (See 
page 53) 


ENT 


No acute or chronic disease of ear, mastoid, 
or problem with equilibrium, no unhealed 
perforation of eardrum. (See page 21) 


No acute or chronic 
disease of ear, no acute 
or chronic ENT problems, 
including no problem 
with equilibrium. (See 
page 21) 


PULSE 


At rest, maximum of 100, maximum of 120 after exercise returning to 
within 10 beats of resting pulse after 2 minutes. (See pane 69) 


BLOOD PRESSURE 


Maximum of 160/98 at 
age 50 and over. (See 
page 68 for BP for 
younger pilots) 


Maximum of 170/100. (See page 68) 



Requlrec at age 35, 
and annually after 
age 40. (See page 

m 



Not required if cardiovascular examination la 
no-"ial. (See page 71) 



OTHER 
CONDITIONS 



Examiner must disquall.y if the applicant has- Diabetes Mellltus 
requiring hypoglycemic medication; angina pectoris or other evidence of 
coronary heart disease that may lead to an Infarction; myocardial 
Infarction, epllept./, alcoholism, drug dependence; disturbance of 
consciousness without satisfactory medical explanation; personality 
disorder manl fes ted by repeated overt acts. 



For further information, contact your Regional Flight Surgeon. 
fr>r phone numbers) 
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HAPTER 1 
GENERAL INFORMATION 

This chanter Drovices general information important to the Aviation Medical 
Examiner (hereinafter referred to as Examiner) for the efficient ana effective 
performance of his or her duties. It also describes attencant responsibili- 
ties as the Federal Aviation Administration's (FAA) representative in medical 
certification matters and the link between the airman and the FAA. 



1 LEGAL RESPONSIBILITIES OF DESIG - 
NATED AVIATION MEDICAL EXAMINERS 

The Federal Aviation Act of 1958 
authorizes the FAA Administrator to 
delegate to auaiitieJ private persons 
certain ttatutory powers and duties, 
including the conduct of examinations 
^nd issuance of certificates. Desig- 
nated Aviation Medical Examiners have 
been delegated the Administrator's 
authority to examine applicants for 
airman medical certificates and to 
Issue or deny issuance of certifi- 
cates. Approximately 575,000 applica- 
tions for airman medical certification 
are filed and processed each year. 
The vast r~ -**y of medical examina- 
tions conducted in connection with 
these examinations are performed by 
physicians in private practice who 
have been designated to represent the 
FAA for this purpose. The Examiner is 
a designated representative of the FAA 
Administrator, with important duties 
and responsibilities. It is essential 
that the Examiner recognize the 
responsibility associated with the 
appoint rent. 

The conseouences of a negligent or 
wrongful certification, which would 
permit an unqualified person to take 
the controls of an aircraft, can be 
serious for the public, the Govern- 
ment, and for the Examiner. If the 
examination is cursory and the Exami- 
ner fails to find a disoualifying 
defect that should have been dis- 
covered in the course of a thorough 
and careful examination, a safety 
hazard may be created and the Examiner 
may bear the responsibility for the 
results of such action. 



Of eaual concern is the situation in 
which an examining physician 
deliberately fails to report a dis- 
oualifying condition either observed 
in tne course of the examination, or 
otherwise known to exist. In this 
situation, both the applicant and the 
Examiner, in completing the applica- 
tion and medical report form, my be 
found to have committed a violation of 
Federal criminal law, Title 18 U.S.C. 
1001, which provides that— 

Whoever in any matter within the 
jurisdiction of any department or 
agency of the United States 
knowingly and willfully, falsi- 
fies, conceals, or covers up by 
any trick, scheme, or device a 
material fact, or who makes any 
false, fictitious or fraudulent 
statements or representations, or 
makes or uses any false writing or 
document knowing the same to coo- 
tain any false, fictitious or 
fraudulent statement or entry, 
shall be fined not more than 
$10,000 or imprisoned not more 
than 5 years, or both." 

It Is the FAA policy to forward falsi- 
fication cases to the Oepartment of 
.Xjstice for criminal prosecution. 
This policy is adhered to, whether the 
false statement is by the applicant, 
the Examiner, or both. In view of the 
pressures sometimes placed on Exami- 
ners by their regular patients to 
ignore a disoualifyi-ig physKjl defect 
which the physician know* „o exist, it 
is important that an Examiners be 
awa.e of the FAA's firm policy in this 
respect. 
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In addition, when an airman has been 
issued a medical certificate which 
should not have been issued, it is 
frequently necessary 'or tre FAA to 
commence a leqal revocation or suspen- 
sion action to r*rain the certifi- 
cate This procedure is time con- 
suming and costly. Also, while t he 
proceeding is pending, the airman may 
continue to exercise the privileges of 
the certificate, thereby compromising 
aviation safety. 

2. AUTfCRITY QF AVIA TION M£DICAL 
EXAMINES 

The Examiner is delegated authority to 
(a) examine applicants for, and 
holders of, airman medical certifi- 
cates to determine whether they meet 
the medical standards applicable for 
the issuance of an airman medical cer- 
tificate; and (b) issue or deny airman 
medical certificates to applicants or 
holders of such certificates based 
upon whether they meet the applicable 
medical standards. The medical stan- 
dards are in Part 67 of the Federal 
Aviation Regulations (TAR). The FAR 
are contained in Chapter 14 of the 
Code of Federal Regulations (U CFR 



A medical certificate issued by an 
Examiner is considered to be affirmed 
as issued unless, within 60 days after 
date of issuance, it is reversed by 
the Federal Air Surgeon or Regional 
Flight Surgeon or the Chief, Aeromedi- 
cal Certification Branch, civil Aero- 
medical Institute. However, if the 
FAA requests additional information 
from the applicant within 60 days 
after the issuance, the above-named 
officials may reverse the issuance 
within 60 days of receipt of the 
infc -mat ion. 

3. NO "ALTERNATE" EXAMINERS DESIGNATED 

The Txaminer is to conduct all medical 
examinations in his/her regular 
office. Exceptions to this are mili- 
tary reserve medical officers who per- 
form examinations while on duty on a 



military base under the direction of 
the Senior Flight Surgeon (facility 
designation number to be used) and in 
clinic operations where performance of 
certain portions of the examination 
"sy be delegated to another physi- 
cian. In the latter case, the Exami- 
ner must assume responsibility for the 
accuracy and completeness of the total 
report of examination. i n these 
cases, the amount charged for an 
examination may not exceed the amount 
normally charged for an examination 
conducted by one physician. 

The Examiner who plans to be absent 
from the office for any length of time 
is not permitted to conduct examina- 
tions at a temporary address and is 
not permitted to name an alternate 
Examiner. During the absence nf the 
Examiner, applicants for airman medi- 
cal certification shall be referred to 
another Examiner in the areo. 

4- WHO MAY Bt CERTIFIED 

a. Age Requirement <; 

There is no age restriction for 
medical cert i f icat ion. Examiners 
have , however , been del egated 
authority to issue the combined Airman 
Medical and Student Pilot Certificate 
(yellow form) For issuance of the 
combined certificate, the applicant 
must have reached his/her 16th 
birthday. 

Minimum age reouirements for the 
various airman certificates are 
defined in t«>e Federal • Nation 
Regulations Part 61, as follows: 

(1) Student pilot certifi- 
cate: powered aircraft - 16 years- 
gliders - 14 years. 

(2) Private pilot rating : 
powered aircraft - 17 years; gliders - 
16 years. 

(3) Commercial pilot rating - 
18 years. 51 
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(4) Airline transport pilot 
r ating - 23 years. 

b. ationallty requirements . 
There is no restriction regarding the 
issuance of an FAP medical certificate 
to a person who is not citizen of 
the Un'ted States. If the applicant 
meets t' ' medical stewards of the 
class certificate applied for, the 
Examiner may issue the certificate 
regardless of the applicant's citizen- 
ship. However, applicants for an 
Airman Medical and Stud3nt Pilot Cer- 
tificate~nust be able to read, speak, 
and understand the English language ^ 

If the examiner believes the applicant 
for a Medical/Student Pilot Certifi- 
cate cannot read, speak, and under- 
stand the English i Tguage, the appli- 
cant shall be refer. *d t> the nearest 
General Avistion Oi strict Office 
(GADO) for a determination if eligi- 
bility for the Student Pilot Certifi- 
cate. i>ndei' those circumst. nces, the 
Examiner may isste only a medical cer- 
tificate (white formV 

5. CLASSES OF MEDICAL CERTIFICATES 

The class of medical certificate for 
which an individual applies will be 
issued if the applicant possesses the 
required medical qualifications. 

Regardless of whether an applicant 
holds an airman certificate of a 
higher class, it is only necessary to 
have a medical certificate of a class 
appropriate to thp airman privileges 
exercised. For example, an airman who 
holds an Airline Trans*, -t Pilot (ATR) 
rating may pilot aircraft while 
holding only a thi.^-clasi medical 
-^tificate as long as fi/tng activi- 
ties are limite- to those authorized 
for private pilots . Also, an appli- 
cant need not hold an Airli.i. Trans- 
port Pilot Certificate to be ^igible 
for a first-class medical ce"ifiuHe. 

Listed below i*e the three classes o f 
airman iedical certificates and with 
each, ""he categories of airmr^ 
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rpQuiring such a medical certificate 
m order to exercise their privileges. 

First-Class - Airline Transport Pilot 

Second-Class - Commercial Pilot; 
Flight Engineer; Flight Navigator; Air 
Traffic Control Tower Operator (does 
not include FAA Air Traffic Control 
Specialists. These employees jre 
required to meet Office of Person 1 
Management (OFV) medical standards) 

Third-CIass - Private Pilot 

Glider snd Free Dalloon Pilots are net 
required to hold a nsdical certificate 
of any class. To be issued Glider ?nd 
Free Balloon Airman Certificates, the 
app 1 icant need only certify that 
he/she has no known medi ca 1 de f ect 
that makes him/her unable to pilot a 
glider oi free balloon. 

6. VALIDITY OF MEDIA L 
CERTIFICATES 

A Fiist-class medical certificate is 
valid for the remai nder of the month 
of issue plus 6 calendar months, or 
pic!, 12 calendar months for activities 
requJT-ing a second-class medical cer- 
tificate; or plus 24 calendar months 
for activities requiring a third-class 
medical certificate. 

A Second-class modical certificate is 
valid for the remainder of the month 
of issue plus 12 calendar months; or 
plus 24 calendar months for activities 
requiring a third-class medical 
certificate. 

A Third-class medical certificate is 
valid for the remainder of the month 
of issue plus 24 calendar months. 

Each medical certificate must i the 
same date as the date of medical 
examination regardless of the date the 
certificate is actually issued. 
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7. FAR 61.53 urtKATIQNS DURIN G 
MCDICAL DEFICIENCY" 

No person may act as a pilot in 
command, or in any other capacity as a 
required pilot flight crewmember while 
he/she has a known medical deficiency, 
or increase of a known medical 
deficiency, that would make him/her 
unable to meet the requirements for 
his/her current medical certificate. 

8. RE-EXAMINATION QF AN AIRMAN 

P holder of a medical certificate may 
be required to undergo a reexamination 
at anv time if, in the opinion of the 
Federal Air Surgeon or his / her 
authorized representative within the 
FAA, there is a reasonable basis to 
Question the airman's ability to meet 
the medical star Jards. An Examiner 
may not order such re-examination. 

9. EXAMINATION FE JS 

The FAA does not establish fees to be 
charged by Examiners for the medical 
examination of airman applicants. It 
is recommended that the tee be equiva- 
lent to that established for similar 
services in the Examiner's local area. 

iJ RELEASE OF INFORMATION 

Except in compliance with an order of 
a court of competent jurisdication, or 
upon request by the applicant, Exami- 
ners will not divulge or release 
copies of any reports prepared in 
connection with the examination to 
anyone other than the applicant or the 
FAA. Upon receipt of a court subpoena 
or order, the Examiner shall notify 
the appropriate Regional Flight 
Surgprn. Other requests for informa- 
tion 11 oe referred to- 
Chief, Aeromedical Certification 
Branch, AAC-130 
Fedpral Aviation Administration 
Post Office Box 26080 
Oklahoma City, Oklahoma 73125 



11. OUPLICATE COPIES OF MEDICAL 
CERTIFICATES 

Medical certificat - which are lost or 
accidentally destroyed may be replaced 
upon proper application to the Aero- 
medical Certification Branch, Oklahoma 
City, provided such certificates have 
not expired. The airman's request for 
replacement must be accompanied by a 
remittance of 2 dollars ($2,00) made 
payable to the FAA. This request must 
include: 

a. The airman's full name and 
date of birth. 

b. The class of certificate. 

c. The place and date of 
examination. 

d. The name of the Examiner. 

e. The circumstances of the loss 
or destruction of the original 
certificate. 

The duplicate certificate will be 
prepared in the same manner as the 
missing certificate and will bear the 
same date as the day of examination 
regardless of when it is issued. 

12. 00MP1-ETE0 MEDICAL EXAMINATION 
FORMS 

All completed medical examination 
forms must promptly be forwarded to: 

Chief, Aeromedical Certif -cation 
Branch, AAC-130 

Federal Aviation Administration 
Post Office Box 26080 
Oklahoma City, Oklahoma 73U5 

13. PROTECTION AND DESTRUCTION OF 
FORMS 

Examiners are cautioned to provide 
adequate security for blank medical 
application forms to assure that they 
do not become available for illegal 
use. When new cr revised medical 
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forms and certificates are issued by 
the FA A, the old forms and certifi- 
cates should be destroyed. 

U. QUESTIONS OR REQUESTS FQR 
ASSISTANCE 

When an Examiner has 8 question or 
needs assistance in carrying out 
his/her responsibilities, the 
following individuals should be 
contacted: 

a. Reqlonal Flight Surgeon : 

-Questions pertaining to problem medi- 
cal certification cases in which the 
Regional Flight Surgeon has initiated 
action. 

-Telephone interpretation of medical 
standards or policies involving an 
individual airman whom the Examiner is 
examining. 

-Matters regarding designation and 
redesignation of Examiners and the 
Aviation Medical Examiner Pnyram. 

-Requests f or supplies. 

-Attendance at Aviation Medical Exami- 
ner Seminars. 

b. Ch ief, Aeromedical Certifica- 
tion Branch, AAC-1551 

-Written inquiries r ~ning guidance 
on problem medical ceitif ication ccses. 

-Information concerning the overall 
airman medical certification program. 

-Matters involving FAA medical cer- 
tification of militaiy personnel. 

-Information concerning medical cer- 
Hf cation of applicants in foreign 
co ries. 



c. Chief, Aeromedical Education 
Branch, AAC-UO : 

-Matters regarding designation and 
redesignation of International Exami- 
ners and military facilities. 

-Request for airman medical educa- 
tional material. 

Requests for information should be 
sent to: 

Chief, Aeromedical Education Branch, 
AAC-UO 

Federal Aviation Administration 
P. 0. Box 25082 

Oklahoma City, Oklahoma 73125 

15. AIRMAN APPEALS 

a. Request for Reconsideration 

A denial of a medical certificate by 
ar. Examiner is not a final denial by 
the FAA. An applicant may ask for 
reconsideration of an Examiner's 
denial by submitting a request in 
writing to: 

Federal Air Surgeon 
Attn: Chief, Aeromedical 
Certification Branch, AAC-130 
Federal Aviation Administration 
Post Office Box 26080 
Oklahoma City, Oklahoma 73125 

Initial reconsideration will be pro- 
vided by the Chief, Aeromedical Cer- 
tificstion Branch. Some cases may be 
referred to the appropriate Regional 
Flight Surgeon for action. If the 
Chief, Aeromedical Certification 
Branch or a Regional Flight Surgeon 
finds that the applicant is not qunli- 
fied, the applicant is denied and 
advised of further reconsideration and 
appeal procedures. These may include 
reconsideration by the Federal Air 
Surgeon, petition for exemption, 
ano/or petition for National Transpor 
tation Safety Board (NTSB) review. 



ERIC 



16/ 



163 



b. Petition for Exemption from 
the Regulations ~~ 

If the FAA issues a final denial, the 
airman may petition for an exemption 
from the applicable standards. Peti- 
tions for exemption may be submitted 
in the form of a letter, in duplicate, 
to: 

Department of Transportation 
Federal Aviation Administration 
Attn: AAM-200 

600 Independence Avenue , S.W. 
Washington, D.C. 20591 

In considering such petitions, the 
Federal Air Surgeon obtains opinions 
of consultant medical specialists as 
considered appropriate and determines 
whether the grant of an exemption in 
the particular case would be in the 
public interest and would not compro- 
mise aviation safety, despite a pre- 
vious finding that the applicant does 
not meet the prescribed regulatory 
standards. 

c. National Transportation 
Safety Board (NTSB) 

Within 60 days after a final denial of 
a medical certificate by the FAA, an 
airman may petition the NTSB for a 
review. A petition for NTSB review 
may be submitted in writing to: 

National Transportation Safety 
.toard 

800 Independence Avenue. S.W. 
Washington, D.C. 20594 

The NfSB is an independent agency of 
the Federal Government that has the 
authority to review on appeal the 
suspension, amendment, modification, 
revocation, or denial of any certifi- 
cate or license issued by the Adminis- 
trator of the FAA. An Acminlstrative 
Law Judge for the NTSB may hold a 
formal hearing at which the FAA would 
present documentary evidence and 



testimony by medical specialists 
support ing the denia 1 deci sion. 1 he 
petitioner would also be given an 
opportunity to present evidence and 
testimony at the hearing. 

It must be noted that while an airmen 
nas the right to petition the NTSB 
within 60 days following a final 
denial under the medical standards of 
Part 67 of the Federal Aviation Regu- 
lations, no similar appeal to the NTSB 
ma> be made on the basis of a denial 
of an exemption. If, following 
receipt of a final denial under Part 
67, the airman wishes to petition the 
FAA for an exemption, but also wants 
to reserve the right to review by the 
NTSB, the airman may submit both peti- 
tions and request the NTSB to hold its 
action in abeyance pending the outcome 
of the re owes ^ for exemption. An 
unfavorable decision concerning a 
petition for exemption will not be 
prejudicial in action before the 
NTSB. In a similar manner, a decision 
by the NTSB that a petitioner does not 
meet the medical standards of Part 67 
will not adversely affect considera- 
tion of a petition for exemption. 
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Chapter ? 

APPLICATION FOR M50ICAL CERTIFICATION 



GENERAL 



Cnapter 2 contains guidance for all numuered items on the front of F AA Form 
8500-8, f plication for Airman Medical Certificate or Airman Medical and 
Student Pilot Certificate and Report of Medical Examination. 



With the exception of the ~?dical cer- 
tificate (FAA Form 8500-9) and the 
combined Medical Certificate and 
Student Pilot Certificate (FAA Form 
8420-2), the entire front page of KAA 
Form 8500-e is considered to be the 
application of the airman. Items 1-24 
are to be filled in by the applicant 
In his/her handwriting using a bail- 
poir.t pen, exerting sufficient pres- 
sure to make legible NCR (no carbon 
required) imprints upon the Examiner 
copy of the form. 

The Examiner should verify all of the 
information reported by the applicant 
in Items 1-8. On occasion, indi- 
viduals have attempted to be examined 
in the name of another person. If the 
applicant is new to the Examiner, and 
lives or works outside o1 the area 
where the Examiner is located, some 
evidence of positive identification 
should he requested. If an airman 
objects to providing identification, 
the Examiner should not withhold cer- 
tification for this reason alone, but 
should report uetails of the incident 
promptly to the Aeromedical Certifica- 
tion Brancn, AAC-130, or the Regional 
Flight Surgeon. A refusal to show 
identification should also be noted on 
the application fort? by the Examiner 
and the form forwarded to the FAA, 
even if not fully completed. 

The ap licant can refuse to provide 
his/hei r >oci, Security Number (SSN) , 
and failure to do so is not grounds 
for refusal to issue a medical cer- 
tificate. All other items on the form 
must be completed (see Item 28). 



The Examiner should review all items 
from 1 through 24. A medical cer- 
tificate should never be issued to an 
applicant who re f uses to answer Items 
15, 18, 19, 20, 21, 22, and 23; or to 
an applicant who refuses to sign the 
form (Item 24). Items 1-9 are 
necessary for identification and for 
issuance of properly completed medical 
certificates to those who qualify. 
The date for Item 20 may be estimated 
if the applicant does not recall the 
dCtual date of his/her last examina- 
tion (see Item 20 below). 

The airman must personally enter all 
data and make all corrections or. the 
application form. Corrections should 
be initialed by the airman. The 
application constitutes a legal docu- 
ment and must be comp leted in the 
airman's handwriting . If for any 
reason someone other than the ai rman 
enters information under Items 1-24, 
the applicant should sign his/her 
initials alongside the information 
entered (to include any check marks) 
and the Examiner should add a note 
explaining the applicant's inability 
to enter the data. Strict compliance 
with this procedure is essential if it 
becomes necersary for the FAA to take 
leqal action for falsification of the 
application (see Chapter 1). 

The box labeled "Path Control" located 
on the front of the form to the right 
of Item 1 (name) is for FAA use only. 
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ITEMS 1-8. Identification 



i 

] 
I 

I 


1 FUU. NAME iLMtt, firtt, mtddWl 


PATH CONTROL 


2A ADORES.. 

Wo Srrwtt, City Stmt* ZIP So J 


30 SOCIAL 

SECURITY No 

1 1 


County 




2C PLACE OF IMTH (Stu&nt pilot mppkc**t* otdyt 


3 OATE Of I4RTH 4 hEKjHT 
Mo dmy ymri flnck*») 


5 WEIGHT 
(PowvW 


6 COLOR OF HAM 


7 COLON OFEYES 


a SEX 



The following information is required 
for identification of the individual 
who is making application for medical 
certification: 

1. Full Name 

The applicant's last, first, and 
middle name (o. initial if appro- 
priate) should be printed. All appli- 
cants without a middle name should 
enter the letters "NMI" or "NONE." 
Nick names and abbreviated names 
should not be u^ed. 

2A. Address 

The applicant should print his/her 
permanent mailing address, including 
the zip code. Since the FAA must 
maintain a current address for all 
airmen, the applicant should notify 
the Chief, Aeromedical Certification 
Branch, AAC-130, of any change. 

28. Social Security Number (SS N^ 

While applicants are asked to complete 
all questions on the race of the 
application, FAA Form 8500-8, they are 
not legally required to complete Item 
2B. The FAA requests the SSN for 
identification purposes and recoTJ 
control. The applicant's SSN will not 
be released by the FAA without written 
authorization from the individual 
i. solved. 



2C. Place of Birth 

Place of birth information is not a 
medical requirement and must be 
entered only when the individual 
wishes to obtain a Medi ca i /Student 
Pilot Certificate (FAA Form 8420-2). 
Instructions for Issuance of a 
Medical/Student Pilot Certificate are 
attached to the front of FAA Form 
B500-8. 

The applicant must indicate whether a 
white medical certificate (FAA Form 
B500-9) or a yellow Medical/Student 
Pilot Certificate (FAA Form 8420-2) is 
desired. This is accomplished by 
checking one of the two boxes at the 
top right of the application. 

3. Date of Birth 

Month, day, and year should be entered 
in order, with the month abbreviated 
in letters (e.g., Oct. 15, 1932). 
Name, date of birth, and SSN are the 
basic identifiers of airmen, when an 
Examiner wishes to communicate with 
the FAA concerning an applicant, full 
name, date of birth, and SSN sh u ld be 
provided if et all possible. 

Where the applicant wishes to be 
issued l Medical /Student Pilot Cer- 
tificate (FAA Form 8420-2), the Exami- 
ner should check the date of birth to 
ensure that the individual is at least 
16 years of age. unless the applicant 
is 16 years of age, a combined 
Medical/Student Pilot Certificate may 
not be issued, even if he/she wTTT 
become 16 before the certificate 
expires. Such a certificate issued by 
an Examiner will be recall the 
FAA. The applicant must b« o be 

eligible for a student pil >tifi- 
cate for flight of powered craft. 
This minimum age requirement applies 
only to the issuance of the yellow FAA 
Form 8420-2, and never *o the issuance 
of the white wiedical r,ertificate FAA 
Form 8500-9. when the applicant is 
not yet 16 and wishes to solo on 
his/her 16th birthday, the Cxaminer 
should issue a white FAA Form 8500-9 
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(if fully c\>alified medically). A 
student pilot certificate for the 
flight may be obtained by the appli- 
cant from a General Aviation District 
Office (GADO) or designated Flight 
Examiner uoon presentation of the FAA 
Form 8500-9 (whit*> medical 
certificate). 

While nonmedical reaulatiens allow an 
airman to solo a glider or balloon at 
age 16, no nedica 1 certificate is 
required for qlider or b^loon ooera- 
tlons. These aimen are only asked to 
certify to the FAA that tney have no 
known medical deficiency that makes 
them unable to pilot a clider. 

There is a maximum age requirement for 
air carrier pilots. Since this is not 
a mr-dical requirement but an opera- 
tional one, the Examiner may issue 
medical certificates without regard to 
age, to applicants who meet the medi- 
cal standards. 

4. Height 

The applicant should record this 
information in inches. Although there 
are no medical standards u-r height, 
ojeotionally short individuals may 
rot be able to reach rudder pedals and 
must fly specially modified aircraft. 
If required, the FAA will place opera- 
tional limitations on their pilot 
certificate. 



6. Color of Hair 

Color of hair should be entered as 
brown, blpck, blond, gray, red, or 
white. No abbreviations or other 
colors should be used. The informa- 
tion is for identification only. 

7. Color of Eyes 

Color of eyes should be entered as 
brown, black, blue, hazel, gray, or 
gr^en. No abbreviations or other 
colors should be used. This informa- 
tion is for identification only. 

8. Se x 

The applicant jhall enter either male 
or female. 

ITEMS 9A-8, Id, 16-17. 
Flight and Occupational Experience 



tA CLASS OF 
MEDICAL 
CERTFlCATf 
APPLIED FOR 


N TVPE OF AMMAN CERTFCATE (Si HfLD 




AMLME TRANSPORT 




FLRJMT MSTRUCTOf 




COMMERCIAL 




PRIVATE 




FMT 




ATC SPECIALIST 




STUOCNT 




SECOND 




FLIGHT ENQMffR 




NOME 




THK> 




FLIGHT NAVIQaTOR 




OTHER 



]lUSiNESS| frEASURI 



TOTAL PIDTTMf 



JS TODATE 17 LAST • MOS 



The Examiner should verity the height 

during the course of the medical 
examination. 

5. weight 

The applicant should record his/her 

weight to the nearest pound and it 

should be verified by an actual 

weighing during the course of the 
examination. 



Information provided in these items is 
obtained for administrative and 
statistical reasons. 

The class of medical certificate 
sought by the airman is needed so that 
the appropriate medical standards may 
be applied. The class of certificate 
issued must correspond with that 
appUed for. 

Th; applicant may ask for a medical 
certificate of a higher class than 
needed for the type" of flying or 
duties currently performed. For 
example, a student pilot may ask for a 
first-class medical certificate to see 
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if he/she aualifies medically before 
entry into an aviation career. The 
Examiner applies the standards appro- 
priate to the class sought, not to the 
airman's duties - either performed or 
anticipated. 

This information is also important 
when an applicant seeks FAA considera- 
tion of an Examiner's denial or 
deferral. Operational experience may 
be important in determining whether a 
Statement of Demonstrated Ability 
("waiver") may be issued. 

9A. Class Applied For 

The applicant should check only one 
block. The Examiner should never 
issue more than one certificate based 
upon the same examination (unless 
given special authorization from the 
FAA). 

96. Type of Airman Certificate(s) Held 

The hiqhest rating of airman certifi- 
cate should be entered. 

U. Primary Type of Flying 

The applicant should note whether the 
majority of flying is for Dusiness or 
for pleasure. 

16. To tal Pilot Time tc Oate 

Civil and military time are reported 
seoarately, and the applicant should 
indicate whether the time is longed 
(LOG) or estimated (EST). 

17. Total Pilot Time Last 6 Months 

Civil and frilitary time are reported 
separately, and the applicant should 
indicate whether the time is logged 
(LOG) or estimated (EST). 
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ITEMS 10-13. Occupational 
Experience 



10 OCCUPATION IIfATCSp*d*k§t tpteify pomtton **i ftthty) 


1 1 EXTENOEO ACTIVE DUTY 
MEMBER OF 


1 2 EMPLOYER 




• AIR FORCE 




d COAST GUARD 




h ARMV 




• NATL GUAnD 


1 3 LENGTH OF TME 
IN PRESENT 
OCCUPATION 




C NA V Y /MARINES 




t NONE 


MILITARY SERVICE NO 



Occupational data are principally used 
for statistical purposes. 

10. Oca pat ion 

This should reflect the applicant's 
major employment. "Pilot" should only 
be reported when the airman gains 
his/her livelihood from flying. 

11. Extended Active Duty Member Of 

This apnlies only to applicants who 
are presently members of the armed 
forces (those on extended active duty) 
and does not include reservists 
serving on limited active duty tours. 

Military Service Number - This 
information may be necessary for 
securing military medical records, if 
required to determine the applicant's 
qualifications. 

12. Employer 
Name of employer. 

13. Length of Time in Present 
Occupation 

This refers to th? employment noted in 
Item A and should be reported in 
years. 
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ITEM 15. Current use of 
" Any Medication 



11 CURRENTLY UX AMY ME DC AT JON <I»cUi<L*t ryt dropti 




YES 


TYPE AND PURPOSE 




NO 



If the applicant checks yes, the type, 
dosage, and purpose of each medication 
should be reported. 

Any airman who is undergoing con- 
tinuous treatment with antihistamine, 
narcotic, tirbiturate, mood-ameliora- 
ting, tranquil! zing, motion sickness, 
steroid, antihypertensive, or ataraxic 
drugs must be denied or issuance 
deferred unless previously cleared by 
the FAA. At the time of initial con- 
sideration, the Examiner should not 
issue under any of the above circum- 
stances unless clearance is provided 
for in the Guide or by other TAP 
authorization. 

During those periods when the fore- 
going medications are being used for 
treatment of acute illnesses, the 
airman i s under obligation not to per- 
form the duties of an airman, unless 
cleared by the FAA. 

Further information concerning the use 
of medication by an applicant may be 
found elsewhere in this Guide. 

ITEM 18. Has an FAA Airman 
Medical Certificate Ever Been 
Denied, Suspended, or Revoked 



not issue a medica] certificate to a> 
applicant who has checked "yes." The 
only exceptions to this prohibition 
are: 1) the applicant presents 
wri 1 1 en e vi dence from the FAA that 
he 'she was subsequently medically cer- 
tificated and that an Examiner is 
authorized to issue a renewal medical 
certificate to the applicant, or 2) 
the Examiner obtains oral or written 
authorization from an FAA medical 
office to issue a medical certificate. 

ITEM 19. Have You as a Pilot 
Had an Aircraft Accident 
within the Past 2 Years? 



HAVE YOU AS A PLOT HAD AN 
AMCIUFT ACOOENT W1THM THE 
PAST 2 YEARS 



The applicant shall check "yes" or 
"no" and, if "yes" is checked, the 
date of the accident should be 
entered. If there has been an acci- 
dent within the past 2 years, the 
Examiner should question the applicant 
on this subject, to determine whether 
the cause miqht be related to some 
covert medical problem. 

ITEM 20. pate of Last FAA 
Physical Exam 




I • HAS AN FAA AMMAN MCOCAl 
CEKT» "ATT EVER SEEN DCNKO. 
SUSPENDED, OR REVOKED 



The applicant shall check "yes" or 
"no." If "yes" is checked, the date 
of action is to be entered with an 
explanation reported in the remarks 
section of Item 21. The Examiner may 



If the airman has not made prior 
application to the FAA for a medical 
certificate, the word "NONE" should be 
entered for item 20. If a prior 
application was made, a date should be 
given, even if it is only an estimate 
of the year. This item should be com- 
pleted whether the application was 
made many years ago, or the previous 
application did not result in the 
issuance of a medical certificate. 
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ITEM 21. Medical History 
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Instructions for completion of Item 21 
are as follows: 

21. Medical History . Each item under 
this heading must be checked either 
* "yes" or "no." The applicant should 
be reminded that this question refers 
to any medical condition he/she has 
ever had. For all items checked 
"yes, " a description of the condition 
must be afven in the "Remains" 
sect inn. If the explanation has been 
aiven on previous report(s), and there 
has been no change in the condition, 
the apolicant may state "previously 
explained, no change." Of particular 
importance are conditions which have 
developed since the last FAA medical 
examination. If more space is needed, 
a plain sheet of pape*" should be used 
bearing the signature of the applicant. 

The Examiner must take time before 
starting the medical examination of 
the applicant to review the entire 
front of the FAA Form 8500-8 . 

In so doing, the Examiner should be 
personally satisfied that the appli- 
cant has chec^l all of the boxes in 
Item 21 as either "yes" or "no." The 
information obtained from this review 
should be used by the Fxa,dner in 
asking the applicant pertinent 



questions during the course of the 
examination. Certain aspects of the 
individual's past history may need to 
be enlarged upon. The Examiner should 
provide in Item 61 an explanation of 
the nature of items checked "yes" 
under Item 21a through 21x. An addi- 
tional sheet may be ridded if necessary. 

Supplementary reports from the appli- 
cant ' s physic ians should be obtained 
sod forwarded to the Aeromedical 
Certification Branch, AAC-130, when 
necessary to clarify the significance 
of an item of history. The respon- 
sibility for providing such supple- 
mentary reports rests with the appli- 
cant. A discussion with the Exami- 
ner's Regional Flight Surgeon may 
clarify and expedite the certification 
process at this time. 

Affirmative answers alone in Item 21 
do not constitute ~ basis for denial 
of a medical certificate. A decision 
corcerning issuance or denial will be 
made by applying the medical standards 
pertinent to the conditions uncovered 
by this history. 

Experience has shown that, when asked 
a direct question by a physician, 
applicants are likely to oe candid and 
willinq to discuss medical problems. 



ERIC 



171 



170 



Less than 1 percent of all applicants 
are ultimately denied medical 
certification. 

For these reasons, the Examiner should 
attempt to establish rapport with the 
applicant and develop « complete medi- 
cal history. Further, the Examiner 
should be familiar with FAA certifica- 
tion policies and procedures in order 
to provide the airman with sound 
advice. 

21a. Frequent or Severe Headaches . A 
remote history of headaches without 
sequelae Is not disqualifying. Some 
require only temporary disqualifica- 
tion during periods when the headaches 
are likely to occur or require treat- 
ment. Other types of headaches may 
preclude clearance by the Examiner and 
require special evaluation and con- 
sideration (e.g. , migraine and cluster 
headaches). Also see Item 46 for a 
discussion of headaches. 

21b. Dizziness or Fainting Spells . 
One or two episodes of dizziness or 
even fainting may not disqualify. For 
example, dizziness upon suddenly 
arising when ill is not a true dys- 
function. Likewise, the orthostatic 
faint associated with moderate anemia 
Is no threat to aviation safety as 
long as the individual is temporarily 
disqualified until the anemia is 
corrected. Episodic disorders of 
dizziness or disequilibrium, however, 
are another matter and these require 
careful evaluation and consideration 
by the FAA. Transient processes such 
as those associated with acute 
labyrinthitis ox benign positional 
vertigo may not disqualify when fully 
recovered. Also see Item 46 for a 
discussion of syncope and vertlqo. 

21c. Unconsciousness for Any Reason . 
An unexplained disturbance of con- 
sciousness is disqualifying under the 
medical standards. Since a distur- 
bance of consciousness may be expected 
to be totally incapacitating, these 
individuals pose a hiqh risk to safety 
and must be denied or deferred by the 



Examiner unless the cause of the 
disturbance is explained and a loss of 
consciousness not likely to recur. 
Further, if surgical treatment was 
necessary to correct the precipitating 
cause, the Examiner should defer 
issuance and submit the application 
with any available medical records and 
specialty reports to the Aeromedical 
Certification branch, AAC-130. Also 
see Items 21b (fainting), 211 
(epilepsy/, and 46 (neurologic). 

21d. Eye Trouble Except Glasses . The 
Examiner should personally explore the 
past history of the applicant by 
asking questions concerning any 
changes in vision, unusual visuel 
experiences (halos, scintillations, 
etc.) sensitivity to light, injuries, 
surgery, or current use of medica- 
tion. Does the applicant report 
inordinate difficulties with eye 
fatigue or strain? Is there a family 
history of serious eye disease such as 
glaucoma or other disease commonly 
associated with secondary eye changes 
such as diabetes? Also see Items 31 
through 34, 52, and 55. 

21e. Hay Fever . Hay fever controlled 
solely by desensitization without 
requiring antihistamines or other 
medications is not disqualifying. 
Individuals who have ha fever that 
requires only seasonal therapy may be 
certified by the FAA under the stipu- 
lation that they not fly during the 
time when symptoms occur and treatment 
is required. The Examiner should 
defer issuance in these cases even 
though the individual may be asympto- 
matic #fhen seen for FAA medical exami- 
nation. The Examiner can assist these 
applicants by submKUng an ancillary 
report to the Aeromedical Certifica- 
tion Branch, AAC-130, that details the 
period and duration of symptoms and 
tne nature and dosage of drugs used 
for treatment and/or prevention. Also 
see Items 25 through 30, ENT. 

21f. Asthma . A history of mild or 
seasonal asthmatic symptoms is not 
disqualifying if the applicant other- 
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wise meets the medical standards and 
currently requires no treatment. 
Those persons with a history of 
frequent severe attacks or a need for 
preventive therapy should be denied. 
Certificate issuance may be deferred 
in ether cases when it is necessary to 
gather medical records or specialty 
examinations. Ancillary documentation 
is submitted to the FAA for considera- 
tion. Specialty reports should detail 
tl* frequency and severity of the 
attacks and the nature and dosage of 
an* medication required for treatment 
o prevention. Also see Item 35. 

21g. Heart Trouble . Because of the 
possibility of sudden and severe 
incapacitation, certain heart condi- 
tions are disqualifying, based upon 
history alone, regardless of how 
remote that history may be. Part 67 
of the Federal Aviation Regulations 
provides that for all classes of 
airmen, an established medical history 
or clinical diaqnosis of myocardial 
infarction or angina pectoris or other 
evidence of coronary heart disease 
that may be reasonably expected to 
lead to an infarction is cause for 
denial. The Examiner may not issue a 
certificate to an applicant with such 
a history. The Examiner should issue 
a letter of denial or if uncertain of 
the accuracy of the diagnosis, defer 
action and forward the application to 
the Chief, Aeromedical Certification 
Branch, AAC-130. The Examiner should 
report any available information con- 
cerning this history in Item 61 of the 
application form. 

The Examiner should deny or defer 
issuance to any applicant with a 
nistory of arrhythmia except when the 
disturbance is sinus arrhythmia or 
occasional ventricular ectopic beats 
not due to orqanic heart disease. 
Also, potentially disqualifying is a 
history of cardiac decompensation, 
conqenital heart disease with asso- 
ciated abnormalities such as cardiac 
enlargement, and siqnificant valvular 
heart disease. The Examiner should 
assist in the collection of data 



needed by the FAA where the applicant 
wishes further consideration for 
certification. Documentation needed 
may include hospital and other medical 
records, a specialty evaluation and 
certain laboratory tests and special 
procedures. Specifications for 
Cardiovascular Evaluation (FAA Form 
8500-19) are included in Appendix 2. 
See also Items 36 and 37. 

21h. High or Lo* Blood Pressure . In 
the case of high blood pressure, dis- 
position depends upon current blood 
pressure levels and whether antihyper- 
tensive medication is being taken by 
the applicant. It should also be 
determined if there is a history of 
complications, adverse reactions to 
therapy, hospitalization, ecc. 
Details are given in item 56. 

A history of low blood pressure 
requires elaboration. If in doubt, it 
is usually best for the Examiner to 
defer issuance rather than deny for 
such a history. 

21i. Stomach Trouble . A history of 
acute gastrointestinal disorders is 
usually not disqualifying once 
recovery is achieved. 

Many chronic gastrointestinal diseases 
preclude Examiner issuance (e.q., 
cirrhosis, malignancy, ulcerative 
colitis). Colostomy following surgery 
for cancer may be allowed through 
special issuance by the FAA. 

The most common "stomach trouble" 
reported is peptic ulcer. The Exami- 
ner should not issue a medical cer- 
tificate if the hpplicant has a recent 
history of bleeding ulcers. Otherwi- 
se, ulcers must not have been active 
within the past 3 months or currently 
require medication other than the 
occasional use of antacids. Item 38 
outlines the special studies needed 
for consideration of applicants with 
an ulcer history. 

In the case of a history of bowel 
obstruction, a report must be provided 
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from the treating physician concerning 
the cause a*xJ present status. 

21 j. Kidney Stone or Blood in Urine . 
An Examiner may not issue a medical 
certificate to an applicant with a 
history of renal stones. A specialty 
evaluation and special studies are 
usually required if the applicant 
desires furt^r consideration by the 
FAA. Oue to the incapacitation that 
can occur over a relatively short 
period of tinw, information concerning 
the likelihood of recurrence is essen- 
tial to favorable consideration. 

Other significant renal history is 
discussed in Item 41. 

21k. Sugar or Albumin in Urine . A 
finding o* glycosuria or proteinuria 
at the time of examination is cause 
for deferral by the Examiner. The 
cause should be determined either by 
report from^ the treating phvsician or 
by current studies designed to assure 
the absence* of diabetes, significant 
urinary tract disease, or other 
organic disease. 

Diabetes mellitus requiring liypogly- 
cemic drugs for control is disquali- 
fying. A past history of need for 
hypoglycemic medication may not be 
disqualifying. Those applicants with 
a "past" history of diabetes and those 
currently under control by dietary 
measures alone should be deferred and 
forwarded to the Aeromedical Certi fl- 
oat* on Branch, AAC-130, for further 
evaluation. The Examiner can help to 
expedite the FAA review by assisting 
the applicant in the gathering of 
medical records and the submission of 
a current specialty report. See Item 
40. 

211. Epilepsy or Fits . An estab- 
lished diaonosis is cause for denial 
ro matter how remote the history. 
While the likelihood for certification 
is poor, and final action may involve 
several appeal procedures, the Exami- 
ner can arsist the applicant who 
wishes fui mer consideration by 



helping to acquire all past records. 
The first step in the review process* 
involves a determination as to whether 
the diagnosis of epilepsy is medically 
and legally sound. 

The terra "fits" has a broader meaning 
than epileptic seizures alone. For 
example, delirium tremens associated 
with alcohol abuse may be cause for an 
affirmative answer to Item 211. This 
history is also cause for deferral or 
denial by the Examiner. 

21m. Nervous Trouble of Any Sort . 
The term "nervous" will normally mean 
psychiatric or emotional illness to 
the applicant. To a few it may 
include neuromuscular disorders. The 
presence of some organic disorders may 
only be known through the "nervous- 
ness" that results (e.g. , 
hyperthyroidism) . 

An affirmative answer to Item 21m 
requires investigation through supple- 
mental history taking. Dispositions 
will vary according to the details 
obtained. The applicant with an 
established history of ps>~hosis must 
be denied by the Examiner without 
exception. Also see Items 46 and 47. 

21n. Any Drug or Narcotic Habit . The 
Examiner must deny any applicant with 
an established history of drug depen- 
dence, no matter how remote that his- 
tory may be. The term "drug depen- 
dence" is defined in the regulation. 

The past use of marijuana is not cause 
for Examiner denial for "drug depen- 
dence" isee Item 47). If in doubt as 
to the significance of any drug 
"habit" to aviation safety, the Exami- 
ner should not hesitate to defer and 
send the application to the FAA for 
further consideration. Any applicant 
uenied or deferred because of a drug 
t.istory can be assisted by the Exami- 
ner if documents relating to the his- 
tory are acquired for FAA review, if 
over 2 weeks delay is anticipated in 
acquiring u>ese record?, tr? completed 
FAA Form 6^00-8 should be 'orwarded to 
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the FAA with a notation that medical 
records will be sent under separate 
cover. 

21o. Excessive Drinking Habit . A 
history of alcoholism is cause for 
Examiner denial regardless of how 
remote that history may be. The term 
"alcoholism" is defined in the regula- 
tion (see Item 47). Excessive use of 
alcohol or alcohol abuse is not always 
considered to be synonymous with 
"alcoholism." The episodic drinker 
may drink in excess on infrequent 
occasions without necessarily meeting 
the criteria for "alcoholism." If in 
doubt about the diagnosis of alco- 
hol 1mm having ueen "established" 
medically, the Examiner should defer 
rather than deny. In all cases of 
alcoholism and alcohol abuse (exces- 
sive alcohol use or drinking habit) 
the Examiner can assist the applicant 
who wishes further consideration by 
helping to gather all pertinent medi- 
cal records for FAA review. 

21p. Attempted Suicide . A histor, of 
suicidal attempts or suicidal gestures 
requires special evaluation. The 
ultimate decision as to eligibility 
for medical certification rests with 
the FAA. The Examiner should take a 
supplemental history as indicated, 
assist in the gathering of all medical 
recTos related to the incident(s) 
and, if the applicant agrees, assist 
in obtaining psychiatric and/or 
^ycholoqicdl examinations (see Item 

^ r notion Sickness Requiring 
Pi J.. • A careful Gupp]^.7iental history 
is nciicatec' when the applicant 
respoi ds aff < mativelv to this item. 
Since motion sickness varies with the 
nature of the stimulus, it is most 
helpful to kno* if the problem his 
occurred in flight or under similar 
circumstances. ^f in doubt or if 
medication is repeat* dly required, the 
Examiner should deny or defer 
issuance. Supplemental history con- 
cerning the nature of the sickness, 
Trequency, and need for mediation 
should be reported under Item 61. 



21 r. Military Medical Olscrarqe . If 
the applicant has received a military 
medical discharge, the Examiner should 
take additional history, recording it 
uiider Item 61. It is helpful to know 
the circumstances surrounding the dis- 
charge, including dates, and whether 
the Individual is receiving disability 
compensation . If the applicant is 
receiving veteran's disability bene- 
fits, the claim number and service 
number are helpful in obtaining copies 
of pertinent medical records. The 
fact that the applicant is receiving 
disability benefits does not neces- 
sarily mean that the application 
should be denied. 

21s. Medical Rejection From, or for. 
Military Service . The Examiner should 
inquire as to place, cause, and date 
and enter the information under item 
61. It is of great help to the appli- 
cant and the FAA if the Examiner can 
help obtain copies of military docu- 
ments for attachment to the FAA Form 
8500-8. If a delay of over 2 weeks is 
expected, the Form 8500-8 should be 
forwarded to the FAA with a note 
specifying what documents will be 
forwarded later under separate cover. 

21t. Rejection for Life Insurance . 
The Examiner should inquire regarding 
the circumstances. The supplemental 
history sho'ild be recorded under Item 
61 . Disposition will depend upon 
whether the medical condition involved 
is present or whether any history of 
such a condition requires denial under 
the medical standards. 

21u. Admission to Hospital . For each 
admission the dates, diagnoses, dura- 
tion, treatment, name of the attending 
physician, and complete address of the 
hospital or clinic snould be listed. 
If previously reported, the applicant 
may enter "previously reported, no 
change." A history of hospitalization 
does not disqualify although the medi- 
cal conditio that resulted in hospi- 
talization may. 
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Jlw. Record of Traffic Conviction . 
The applicant must report all moving 
veMcle convictions. Since not all 
citations result *n convictions, only 
the convictions are reported. If 
there have been no new cony* ..ions 
since the last application, the airman 
may enter, "previously reported, no 
change." 

Trai'*'* convictions do not disqualify 
but they may raise questions about the 
applicant's fitness fo\ certification 
(see Item 47). Repeated convictions 
"elated to alcohol may raise a suspi- 
cion of alcoholism. 

2iw. Record of Other Conviction s. 
The applicant must report date, p^'ce, 
and circumstances for each. The 
comments under 21 v apply equally here. 

21x. Other Illnesses . The applicant 
should describe the -oture of thesj 
illnesses under the Remarks section of 
Item 21. If additional records, 
tests, or specialty reports are neces- 
sary in order to make a certification 
decision, the applicant should be 
8L vised. If thp applicant does not 
wish o provide the informption sug- 
gested by the Examiner the Form 
8500-8 should be forwart'*a to the FAA 
wit*G-«t certificate issuai r* If the 
spplic?»n: wishes to have the FAA 
review *he application and decide what 
ancillary docui^en f ation is needed, the 
Examiner de f ers uance of the medi- 
cal certi f icate and forwards the com- 
pleted form to the FAA. where the 
Examiner Proceeds to obtain documenta- 
tion, and all data w'l not t>e 
receiveu within 2 weeks, Form 8500-8 
should sent immediately to the 

AeromodicaA Cert ificat ion t Branch, 
AAC-130, with a note that additional 
documents will be forwarded later 
under sepdrate cover. 



ITEM 22. .tave You Ever Been 
Issued a Statement of 
Demonstrated Ability? 





27 HAVE YOU EVER KEN 
ISSUED A STATEMENT 
Of D r 40NSTSATED 
AMITY (WAIVES) 




NO 






YES fOuMdtfrcU 


PHY SK At DEFU . S NOTED ON 
STATEMENT OF DEMONSTRATED 
ASJLfTY (WAIVE*) 


WAIVES SEMAL NO 



















The applicant is Instructed to check 
"yes" or "no." If "yes" is checked 
the Statement of Demonstrated Ability 
serial number should be entered. 

Statements- of Demonstrated Ability are 
valid for an indefinite period or 
until an adverse change occurs that 
results <n a .el of defect worse 
than *h a t stated on the face r r the 
docu ,v . 

"atemems rf Demonstrated Ability are 
issued 1*, the FAA for certain func- 
tional static defects, but not for 
disqualifying conditions that may be 
progressive. The e>tent of the fac- 
tional loss that ha> been cleared by 
the aqency is statec on the face of 
the form and, if th* Examiner finds 
the condition has become worse, a 
medical certificatr should not be 
issued even if the applicant is other- 
wise Qualified. Tht Examiner shoulJ 
also defer issuance it it is unclear 
wh*, t the applicant's present status 
*eprest ts an adverse change. 

The Examiner must take special care 
not to issue i medical certificate of 
a cla*s highe- A han *"hat specified on 
the face of * ^ statement of Demon- 
strated Ability - even it the appli- 
cant appears to be otherwise ^dically 
qualified. 
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HEM 23. Medical Treatmpnt 
within Past 5 Years 



23 MEDICAL TREATMENT WITHIN PAST 8 VEAHS 




DATE 



NAMC A NO **OOHeS£ Of *HYSC!AN 
CONSULTED 



REASON 



The applicant is instructed to list 
^11 conditions for which a physician 
*as consulted, giving the date and the 
acdress of the physician or hospital 
and briefly stating the reason for the 
consultation. 

To achieve fuil disclosure of recent 
medial history, the term "physician* 
should be Interpreted broadly 
Including anyone evaluates and/or 
treats patients for a fee. Contacts 
should be reported even when there was 
nr trea^nent In the usual sjnse of the 
word (e.g. g physical check-up or 
counseling for alcohol abuse). 

If an explanation has been given on 
previous ren 0 rt(s) and there has *»en 
nr. change in the condition, the appli- 
cant may enter "previously explained, 
no cronqe." Of particular importance 
is the reporting of conditions which 
have Oc"elooed in the interim since 
the apUtcant's last FAA medicol 
examination. The Examiner is asked to 
comment on entries not "previously 
explained." These comments may be 
en*e:ed under Item 61 or placed upon a 
iemental sheet and attached to the 
I- * Form 6500-8. 
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ITEM 2k. Applicant's Declaration 



- NOTCE - 

J*p*rim,nt te tfwvy »f iKt V<u't4 Sum 4*#n*/''v 
ly HUifitt tmM n k »tfv*r**fly9»y tnck Kkmt irwni 
«M(*na/ /Urt «r h-IW Main •*» /W*r Van** I «r (W»Jnu 
>Mlr*«*(> •tripiM* IMU •rMtfi" l ni any Jhlw »*M*f 
•r tf*r»*wtl »» iwf l*« mm* f» <*•(•>» Mj> JUk JkMMmJ «r 
Av«4a*iM ikkunl #r ffury lW W *»M* wl man imm 
§10000 mr impruvu* *M mart tkm* 3 ytvi ur h*k IV S CMc 



34 APPLICANT I DICIAIUTDW 
/ kmkyttUN tkml U ,*umni. udmrwn p**v*r4 fry m 

f ttt d md part •/ iks mt*u frf uiMiM •! %my FAA crr+fietu t 
' ' tmt Pni+ey An Miwui u<i ■cow^n—i rt 



SIGNATURE OF APPLICANT f/» ink) 



The applicant should be instructed to 
sign Item 2k after reading the decla- 
ration. The signature should be in 
in 1 ',. If an applicant for any reason 
is unable or refuses to sign the dec- 
laration, a medical certificate should 
not oe issued. 
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CHAPTEF 3 

Examination Techniques 4 Criteria for Qualification 
Items 25-48 of FAA Form 8500-8 



This chapter provides guidance for 
completion of Items 25-48 of the 
Application For Airman Medical Cer- 
tificate or" Airman Medical And Student 
Pilot Certificate , FAA Form 8500-8. 
The Examiner will personally conduct 
the examinations required for the com- 
pletion of these items. 

The Examinei must c a refully read the 
front of FAA Form 8 ^-8 (Items 1-24) 
prior to proceeding with the comple- 
tion of the reverse of the form. This 
will alert the Examiner to possible 
pathological findings. 



ITEMS 25-30. ->r, Nose and 
Throat WffJ 



JU. 


CHECK EACH fTEM M A^rfCffttATf 
COLUMN IBmttr NE \f not • 


A* 

NO* 
MAI 


NOTES I 




2% HMd faea n«ck and act* 








2« Nw 








27 Snuaa* 








21 Mowtb nd throat 








2f Eara ganaral 

lAmAfry mrmly »tdft turn t» 








30 Pruma t^iftnUtrnf 







I. FEDERAL AVIATION REGULATIONS 

A. First- and Second-Class : 
FAR 6/.13Cc), 67.15(c) 

•••No acute or chronic 
disease of the middle internal ear. 

•••No disease of the mastoid. 

•••No unhealed (unclosed) 
perforation of the eardrum. 



*«»No disease or malforma- 
tion of the nose or throat that migt" 
interfere with, or be aggravated 
flying. 



•No 



disturbance 



of 



^ouilibrium. 

4. Third-Class : FAR 67.17(c) 

•••No acute or chronic 
disease of the internal ear. 

** # No disease or malforma- 
tion of the nose or throat that might 
interfere with, or be aggravated by, 
flying. 



rium. 



•No disturbance in equilib- 



II. EXAMINATION PROCEDURES 

A. Equipment 

It *ill be necessary to have at least 
an otoscope, nasal speculum, tongue 
blades, and laryngeal mirror. The 
otoscope light can serve ts a trans- 
illuminator. Some Examiners may find 
that a solution of .25% phenylephrine 
hydrochloride and cotton swobs are 
sometimes useful. Those txarniners 
trained in use of the head mirror and 
wire ear loop may also find these 
useful for the removal of cerumen 
deposits. 

Conditions which call for evaluation 
with a rasophsryngoscope, cannula, 
curette, irrigation device, or suction 
device may best be referred to an ENT 
specialist. 
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B. Exa • latlon Techniques 

1. The head should be 
erarrined to determine the presence of 
any significant defects sucn as. 

a. Bony defects of the 

skull. 

b. Gross deformities. 

c. Fistulas. 

d. Evidence of recent 
blows or trauma to the head. 

e. Limited motion of 
ths head and neck. 

2. The external ear is 
seldom a majui problem in the medical 
certification of airmen. Otitis 
externa or a furuncle may call for 
temporary disqualification. Obstruc- 
tion of the canal by impacted cerumen 
or cellular debris may indicate a need 
for referral to an ENT spc'aiiSt for 
examination. 

The tympanic memorane should be 
examined for scars or nerforations. 
Discharge or gianulation tissue may be 
the only observable indication of per- 
foration. Middle ear disease may be 
revealed by retraction, fluid levels, 
or discoloration. The normal color of 
the drum is pearly grey and the normal 
dr'jn is moveable. Mobility should be 
demonstrated by watching the drum 
through the otoscope during a valsalva 
maneuver. 

3. In the middle ea r the 
only evidence of a smoldering otitis 
media may be slight stuffiness of the 
ears and a hearing loss. An upper 
respiratury infection, with difficulty 
in aeration cf the middle ear or 
otitis, greatly increases the risk of 
aerotitis media with pain, deafness, 
tinnitus, and vertigo. rfhen the 
applicant is taking medication for an 
ENT condition, it is important that 
the Examiner become fully aware of the 
underlying pathology, present status, 
and the length of time t 1 * medication 



has been used. If the condition is 
not a threat to aviation safety, the 
treatment consists solely of anti- 
biotics, ' 1 they havt been taken over 
a sufficient period to rule out th» 
likelihood of advei i side effects, 
the Examiner may make the certifica- 
tion decision. The same approach 
should be taken when considering the 
significance of prior surgery— such as 
myringotomy, mastoidectomy, or 
tympanoplasty. When in doubt do not 
hesitate to defer issuance and refer 
the matter to the Aeromedical Ce. df i- 
cation Branch, AAC-130. The FAA has 
available tie services of consultant 
ENT specialists to help in determining 
the safety implications of complicated 
conditions. For details concerning 
otosclerosis surgery, see Item 49. 

4. The nose should be 
examined for the presence of polyps, 
blood, or signs of infection or 
allergy. The Examiner should deter- 
mine if there is a history of epi- 
staxis with exposure to high altitudes 
a> J if there is any indication of loss 
of sense of smell (anosmia). Polyps 
may cause airway obstruction or sinus 
blockage. Infection or aUergy may be 
cause for obtaining additional his- 
tory. Anosmia is at least noteworthy 
in that the airman snould be made 
fully aware of the significance of the 
handicap in flying (inability to 
receive early warning of gas spills, 
oil leaks, or smoke). 

5. Evidence of sinus 
disease must be carefully evaluated by 
a specialist because of the risk of 
sudden and severe incapacitation from 
barotrauma. 

6. The mouth and throat 
should be examined to determine the 
presence of active disease that is 
progressive or may interfere with 
voice communicationc. Gross abnor- 
malities should be identified th*t 
could interfere with the use of 
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personal eouipment such as oxygen ' 
eouiper.ent. 

7. Trie larynx should be 
visualized if the applicant's voice is 
rough or husky. Acute laryngitis is 
temporarily disaualifying. Chronic 
laryngitis reouires further diagnostic 
workup. Any applicant seeking cer- 
tification for the first time after 
larynge<i surgery or who uses an arti- 
ficial voice-producing device should 
be carefully assessed to assure 
intelligibility of voice communica- 
tions. If there is any Question con- 
cerning intelligibility, the Examiner 
shoulc not issue the certificate and 
should "forward the application and 
available clinical information to the 
Aeromedical Certification Branch, 
AAC-130. 

III. DISPOSITION 

The following conditions are disouali- 
fying for issuaroe of a medical cer- 
tificate by the Examiner. These dis- 
oualifying defects are subject to 
further consideration by the FAA. The 
list is not comprehensive and other 
ENT conditions that may interfere with 
the safe operation of an aircraft are 
also disoualifying. 

A. Item 25 - Head, Face, T^k. 
and Scalp . 

1. Fistula of neck, either 
congential or acouired, to include 
tracheostomy. 

2. Loss of bony substance 
involving the twc tables of the 
cranial vault, 

3. Deformities of face or 
head which would interfere with 
rearing and proper fitting of ™ 
oxygen mask (certification *}y the FAM 
is pc c sible with operational 
limitations). 



B. Item 26 - Nose . 

1. Evidence of allerqic 

rhinitis. 

2. Malformations which 
would prevent nasal respirati "">. 

3. Obstruction of sinus 
ostia, including polyps, which would 
be likely to result in complete 
closure under conditions to which 
airmen are exposed. 

C. Item 27 - Siruses . 

1. Sinusitis: Acute ox 

chronic . 

2. Tumor. 

0. Item 28. Mouth and Throat . 

1. Palate: Extensive 
adhesion of the oft palate to the 
pharynx. 

2. Any malformation or con- 
f including stuttering, which 
would impair vo j communication. 
(See Item 47. ) 

E. Item 29 - Ears, General . 

1. Inner ear: Acute o- 
chronic disease which may disturb 
eouilibrium. 

?, Mastoids: 

a. Mastoiditis, acute 

b Mastoid fistula. 

Midf *e ear: 



or chronic. 



d. Otitis media, serous 
or suppurative, acjte or chronic. 

b. Impaired aeration. 
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4. Outer ear: 

a. Otitis externa which 
idy progress to impaired hearing or 
become incapacitating. 

b. Impacted cerumen 

until removed. 

F. Item 30 - Drums . 

1. For first- and second- 
class applicants any perforation. For 
third-class applicants, if associated 
with active ifection. 

2. Severe retiaction. 

Some ENT conditions known only through 
history may also be disqualifying— 
see, for example, Item 21 (Medical 
History). 

Some conditions may have several pos- 
sible causes or exhibit multiple 
symptomatology. An example would be 
disturbance in equilibrium. Although 
Ent conditions are a possible cause, 
the principal discussion will be found 
in the NejrologJral sections of the 
Guide. 

ITEMS 31-34. EY!I 



t on 
ma i 


check each item in appropriate 

COLUMN iF.Mtr NE if not tiolumtrd 


AS 

NOfl 
MAI 


NOTES / 
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FEDERAL AVIATIO N REGULATIONS 

A. First-Class : FIR S7.13(b)(5y 

***No acute or chronic 
pathological condition of either eye 



or adnexae that might interfere with 
its proper function, micht progress to 
that degree, or might be aggravated ty 
flving. 

B. Second-Class : FAR 
67.15(b)(4) 

***No pathojogy of the eye. 

C. Third-Class : FAR 67.17(b)(2) 
***No serious pathology of 

the eye. 

ror further evaluation of the eyes see 
Items 50 and 51, visual acuity; Item 
52, intraocular pressure; Item 53, 
color vision; Item 5<*, visual fields; 
and Item 55, nhorias. 

II. EXAMINATION PROCEDURES 

A. Equipment 

For evaluation of the eye as required 
by Items 31-34, the Examiner needs 
only a quality ophthalmoscope and an 
otoscope to use as a point light 
sourc of moderate intensity. A 
single instrument such as an 
oto-ophthalnoscope with inter- 
changeable heads is an acceptable 
alternative. 

8. Examination Techniques 

1. The exa ination of the 
eyes should be directed toward the 
discnvery of tho^e deformities due to 
heredity, ini disease, or the 

aging proces which may cause a 
failure in visual function while 
flying, or discomfort sufficient to 
interfere with safely performing 
airman duties. 

a. H ave you noticed any 
recent changes In the sharpness of 
your vision ? 

The aviation-oriented physician, in 
-ecognizing the stresses of flight and 
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other airman duties, is best eojipped 
to seek clues of fatigue in visual 
effort. Is it time to suggest the 
wearing ot reading glasses? A history 
of momentary loss of vision may imply 
impending cerebrovascular accident. 
Blurring of vision fr*n diplopia may 
indicate myasthenia gravis or multiple 
sclerosis. 

b. Have you experienced 
any blind spots in your vision, halos 
ar ouno bright lights, spots before" 
your eyes, or any other unusual vlsuaT 
experience? 

In addition to retinal and ootic truot 
lesions, there may be sparkling of 
vitreous cholesterol crystals (spin- 
therism) or scintillating scotomas 
(migraine), u may be useful to ask 
if the applicant can see as well as 
his acquaintances et r'ght. Severely 
reduced night vision may be an impor- 
tant consideration especially in the 
initial examination of a youitg aiitittn. 

c. Have you recently 
noticed itching or burring o r your 
eyes ur increased sensitivity to 
bright li ghts or to glare ? 

Simple burning or itching of the eyes 
may serve as an early clue to tt\e 
existence of allerylc conditions 
affecting the eves, of inflammatory 
diseases due to infection, ai«d 
possibly to the onset o f serious eye 
pathology such d s l- As or glau- 
coma. Increased sensitivity to glare 
may also alert the Examiner to search 
for uveitis 01 for rataracts. 

0. Have you noticed any 
eye dlschargp lately, especially eaT g 
in the morning before washing Tour 
face ? 

E*er 'ow grade infections of the 
eAlerncJ eye may cause irritation or 
blepharospasm, and have an adverse 
ef r ect co the &ppH cent's ability to 



fully concentrate on his/her duties 
^ave drugs been prescribed for the 
condition? 



e * Does the room ever 
see m to jerk or spin or do you ever 
reel that you are spinning or 
about to faint? 

Nystagmus of recent onset re Qui res 
specialty evaluation. The importance 
of dizziness or vertigo in airmen Jus- 
tifies furt.*r inquiry. 

f. Are you currently 
taking any drugs/ medication? 

The Aeromedical Certificatiu < Branch, 
AAC-130, has found that when the 
Examiner asks the applicant this Ques- 
tion it commonly leads to revelations 
not made in any other way. Many prob- 
lems requiring the attention of the 
FAA (and further delay in the proces- 
sing ot applications) relate to the 
failure of the applicant and/or the 
Examiner to f ully disclose and explain 
medications Presently in use. 

2. It is recommended that 
the following signs be considered 
during the course of examination: 

a. Color - redness of 
ailergy, glaucoma, infection, or 
trauma; yellow of Jaundice; and the 
green or brown kayser-f leischer Ring 
of Wilson's uisease. 

b. Spelling - abscess, 
dllergy, cyst, exophthalmos, myxedema, 
tumor. 

c. Other - clarity, 
discharge, dryness, ptosis, 
spasm(tic), tropion, ulcer. 

3. Ophthal m oscopic 

*t is suggested that a routine be 
establisheC for ophthalmoscopic exami- 
nations to aid in the conduct of a 
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comprehensive assessment of thr eye. 
Routine use of a mydriatic is not 
recommended 

a. Cornea - observe for 
abrasions, calcium deposits, contact 
lenses* dystropliy, keratoconus, 
pterygium, scars, or ulceration. Con- 
tact lenses shoulo be removed several 
hours before examination of the eye 
(see Item 50) . 

b. Pupils and Iris - 
check for the presence of synechiae 
and uveitis. Size, shape, and reac- 
tion to light should be evaluated 
during the ophthalmoscopic examina- 
tion. Observe for disparity in size 
or reaction to light (Homer's Syn- 
drome); Argyll Robertson Pupil); 
coloboma. 

c. Aq ueous - hyphema or 
rheumatoid iridocyclitis. 

C. Lens - is there 
- aphakia, discoloration, dislocation, 
cataract, or en Jmpl anted lens? 

e. Vitreous - note dis- 
coloration, hyaloid artery, floaters, 
or strands. 

f . Optic nerve 
coserve for atrophy, cupping, 
papilledema. 

g. Retina and choroid - 
examine for evidence bT coinboma 
choroiditis, detachment of the retln*, 
retinitis, retinitis pigmertosa, 
retinal tumor, senile macular or ot>r 
degeneration, toxoplasmosis, etc. 

k. Ocular Motility 

Motility may be esse? ed by having the 
«jppl leant f pi low a point light source 
with both eyes, the Examiner moving 
the light into right and left uoper 
and lower Quadrants while observing 
the individual and the conjugate 
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motions of each eye * light is 
then brought to c* front and 
advanced toward the nose, observing 
for convergence. End point nystagmus 
is a physiologic nystagmus and not 
considered to oe significant. It need 
not be reported. See item 50 for 
further consideration o e nystagmus. 

m. DISPOSITION 

When present at the time of examina- 
tion, the following conditions are 
disouaJifyi.ig fnr issuance of a medi- 
cal csrtificete. All disaualifying 
defects ere subject to further con- 
sideration by the FAA when reouested 
by the applicant. Further, these 
lists are not comprehensive and there 
are other findings which may also 
warrant disaualification. 

This section of the Guide applies to 
those findings observed by the Exami- 
ner. Functional testing of the eyes 
is covered in Items 50 through 55 and 
history in Item 21. 

A. Item 31. EYES i GENERAL . 

1 . He red i ta ry , congeni ta 1 , 
or acouired conditions, whether acute 
or chronic, of either eye or adnexa, 
which may interfere with visual func 
tions, may progress to that degree, or 
may be aggravated by flying (i.e., 
tumors and ptosis obscuring the pupil, 
acute inflammatory disease of the eyes 
and lids). 

2. Any condition net 
currently symptomatic but prone to 
become worse or recur with functional 
loss or acute symptoms that would be 
incapacitating or cause significant 
decrements in operational efficiency 
(i.e. , retinal detachment, optic 
neuritis, chorioretinitis). 

3. Any ophthalmic pathology 
reflecting a serious systemic disease 
(e.g., diabetic and hypertensive 
retinopathy). 
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B. Item 32. INTRAOCULAR 

1. Corneal ulcer or 

dystrophy. 

2. Aphakia; lens displace- 
ment or lens implant; cataract. 



coloboma. 



3. Chorioretinitis; 



4. Retinal detachment; 
retinal degeneratior retinitis pig- 
mentosa. 

5. Papilledema; optic 
atrophy; optic neuritis. 

6. Macular degeneration; 
macular detachment. 

7. Vascular occlusion; 
retinopathy. 

8. Tumors. 

9. Claucoma (treated or 
untreated). 

C. Item 33. PUPILS 

1. Synechiae, anterior or 



posteiior. 



2. Nonreaction to light In 
either eye. 

3. Oisparity in size or 
reaction to light requires cIp Ifiea- 
tion fend/or further evaluation. 

4. Nystagmus. 

0. Item 34. OCULAR MOTILITY 

1. Paralysis with loss of 
ocular motion in any direction. 

?. Absence of conj.jgate 
alignment In any quadrant. 

3. Inability to converge on 
a near object. 



Applicants with many of the foregoing 
conditions may be found qualified for 
certification by the FAA following 
receipt and review of specialty 
evaluations and pertinent medical 
records. Examples incluoe applicants 
"no have undergone cataract surgery 
witn or without lens Implant, retinal 
detachment with surgical correction, 
open angle glaucoma under adequate 
control with medication, and narrow 
angle glaucoma following surgical 
correction. Although the Examiner may 
not Issue a certificate under such 
circumstances, consideration by the 
FAA may be expedited by the collection 
of pertinent medical records and 
securing a current ophthalmologic 
evaluation using FAA r orm 8500-7, as 
appropriate. If there is a question 
regarding the ,ie«J for a current 
specialty evaluation, the Examiner 
should not obtain the evaluation but 
£[™ .V* completed application form 
(8500-8) and any available medical 
records to the Aeromedical Certifica- 
tion Branch, AAC-130 

ITEMS 35-37. CARPI QPULMONARV 
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I. F£P €RAL AVIATION REGULATIONS 

A. Fjrvt^Clas?: FAR 67.13(e)(5) 

## Mf the applicant Is at 
least 40 years of age, he must show a 
degree of circulatory 'I^iency that 
is compatible with the .afe operation 
of aircraft at igh altitutrs. 

B. All Classes : FAR 67.13, 
.15, and .T (e)(1) 
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***No established medical 
histor, or clinical diagnosis of ~ 

Myocardial infarctic ; 

or 

Angina pectoris or 
other evidence of . vonary heart 
disease that the Federa] H*r Surgeon 
finds may reasonably he expected to 
lead to myocardial infarction. 

c - All Classes : FAR 67.^3, 
.15, and .17 (f)(2) 

»»*No other orqanic, func- 
tional, or structural disease, defect, 
or limitation that the Federal Air 
Surgeon finds — 

Makes the applicant 
unable to safely perform the duties or 
exercise the privileges of the airman 
certificate that he holds or for which 
he is applying; or 

May reasonably be 
expected, within 2 years after the 
finding, to make him unable to perform 
those duties nr exercise those 
privileges; 

and the fir»dinqs are based on the case 
history ana appropriate, Qualified, 
medical judgment relating to the con- 
dition involved. 

See also Items 56 (blood pressure), 57 
(Pulse), and 59 (ECG) for other regu- 
lations concerning the cardiovascular 
system. 

II. EXAMINATION PROCEDURES 

A. Equipment 

For the conduct of the medical exami- 
nation applicable to Items 35-37, the 
only necessary eauipment is an 
examining table and a good stetho- 
scope. History or current findings 
may indicate a need for special 
evaluations. 



B. Examination Techniques 

It is helpful to follow a set routine 
of examination much as the pilot uses 
a check list. One approach is as 

follows: 

1. Ir.± ection. Observe end 
report any thoracic deformity (e.g., 
pectus excavatum), signs of surgery or 
other trpuma, and clues to ventricular 
hypertrophy. Check the hematopoietic 
and vascular system by observing for 
palor, edema, varicosities, stasis 
ulcers, and venous distention. Check 
the nail beds frr capillary pulsation 
and col'T. 

2. Palpation . Check for 
thrills and the vase u la.- system for 
arteriosclerotic changes, shunts or 
A/v anastomoses. The pulses should be 
examined to determine their character, 
to note if they are diminished or 
absent, and to observe for 
synchroniclty. 

3 . Percussion . Oct ermine 
heart size, diaphragmatic elevation/ 
excursion, abnormal densities In the 
pulmonary fields, and tiedlastlnal 
shift. 

4. Auscultation . Check for 
resonance, asthmatic wheezing, ronchi, 
rales, cavernous breathing of emphy- 
sema, pulmonary or pericardial fric- 
tion rubs, Quality of the heart 
sounds, murmurs, heart rate, and 
rhythm. if a murmur, report its 
character, loudness, timing, transmis- 
sion, and change with respiration. 
Auscult the neck for bruit. It is 
recommended that the auscultation of 
the heart be conducted with the appli- 
cant in sitting and in lying positions. 

Aside from murmur, irregular rhythm, 
and enlargement, the Examiner should 
be careful to observe for those 
specific slons which are pathognomonic 
for specific disease entities or for 
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serioui generalized heart disease. 
Examples of such evidence are (1) the 
opening snap at the apex or 4th left 
intercostal space signifying mitral 
stenosis, (2) gallop rhythm indicawnq 
serious impairment of cardiac func- 
tion, (3) the middiastolic rumble of 
mitral stenosis. 

III. DISPOSITION 

The following conditions are disquali- 
fying for the Issuance of a medical 
certificate by the Examiner. The 
applicant may receive further con- 
sideration by the FAA upon making a 
written request for reconsideration. 
This list Is not comprehensive and 
other heart, lung, and vascular 
flndinqs may also be disqualifying. 

A. Lungs and Chest . Item 35. 

1. Asthma. 



artf forwarded to the Aeromedicr,! Cer- 
ciflcation Branch. 



than mild 



2. Bronchiectasis, if more 



3. c mphysema, If of suffi- 
cient deoree be symptomatic. 

4. Fibrosis, If of suffi- 
cient degree to Interfere with pulmo- 
nary function. 

5. Fistula, bronchopleural, 
to Include thoracostomy. 

6. Infectious disease of 
the lung, pleura, or mediastinum: 

a. Abscesses. 

b. Mycotic disease with 
or without cavitation. 

c. Tuberculosis In 
active form and until considered 
arrested. 

7. Lobectomy, until f 
months after surgery at which time the 
hospital records anc results of pulmo- 
nary funr'ion tests will be obtained 



cavity: 

pleurisy, 
effusion. 



8. P" ;?ura and pleural 

a. Acute fibrinous 

b. Pleurisy with 

c. Empyema. 

9 Pneumonectomy. 
10. Pneumothorax: 



a. Artificial, until 6 
months after cessation of therapy. 

b. Spontaneous, until 
resolved as demonstrated by X-ray, and 
until it is determined that no condi- 
tion is present which would be likely 
to cause recurrence. 

11. Sarcoid, If more than 
minimal .nvolvement or If symptomatic. 

12. Malignant tumors r 
cysts of the lung, pleura, mediasci- 
num, or the breast. 

13. other diseases or 
defects of the lungs or chest wall 
which require use of medication or 
whicn could adversely affect flying or 
endanger the Individual's well-being 
If permitced to fly. 

B. Heart , Item 36. 

1. Myocardial infarction, 
angina pectoris, or other evidence of 
coronary heart disease. Reports and 
test results relating to the diagnosis 
must be obtained and forwarded to the 
Aeromedical Certification Branch, 
AAC-130. 

2. Arrhythmi» will be 
evaluated in accordance *ith the pro- 
cedure outlined in paragraph 9 below. 
Arrhythmias caused by organic heart 
disease and functional arrhythmias, 
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other than sinus arrhythmia or occa- 
sional ventricular or atrial ectopic 
beats, are disqualifying. 

3. Cardiac decompensation. 

4. Congenitdl lieart disease 
accompanied by cardiac enlargement, 
ECG abnormality, or evidence of inade- 
quate oxygenation. 

5. Hypertrophy or dilata- 
tion of the heart as evidenced by 
clinical examination and supported by 
electrocardiographic and X-ray 
examination. 

6. Mui-xir will be evaluated 
in accordance with the procedure out- 
lined in paragraph 9 below. 

7. Pericarditis, endocar- 
ditis, or myocarditis. 

8. valvular disease of the 
heart will be evaluated in accordance 
with the procedures outlined in para- 
graph 9 below. Certification must be 
denied when any of the following diag- 
noses has bee r established: 

a. Aortic stenosis and/ 
or aortic regurgitation. 

b. Mitral stenosis. 

c. Mitral insufficiency. 

9. when cardiac arrhythmia, 
cardiac murmur, hypertension, enlarge- 
ment, or other evidence of cardiovas- 
cular abnormality is found, issuance 
is deferred. If the applicant wishes 
further consideration, a consultation 
will be requireo from a specialist ?., 
internal medicine or cardiology (see 
FAA Form 8500-19). It must include a 
narrative report of his/her evaluation 
and be accompanied by an electrocar- 
diographic tracing, laboratory 
results, and chest X-ray. The report 
and accompanying material should be 
forwarded to the Aeromedical Certifi- 
cation Branch, AAC-130. See Item 59 
for detail regarding ECGs. 



C vascular System , Item 37. 

1. Aneurysm or &rterio- 
venous fistula. 

2. Blood and blood-forming 
tissue disease: 

a. Anemia when the 
hemoglobin is lower than 12 gms/100 cc 
blood. 

b. Hemophilia. 

c. Leukemia. 

d. Polycythemia. 

e. Other disease of the 
olood or blood-forming tissues which 
could adversely affect performance of 
airman duties. 

3. Peripheral edema: 
results of studies to determine the 
cause will be obtained and forwarded 
to the Aeromedical Certification 
Branch, AAC-130. 

4. Peripheral \ascular 

disease: 

a. Arteriosclerotic 
vascular disease with evidence of cir- 
culatory obstruction. 

b. Buerger's disease. 

c. Intermittent claudi- 
cation. 

d. Raynaud's disease, 

or phenomenon. 

e. Thrombophlebitis, or 
phlebothrombosis. 

5. Syncope, threatened or 
actual during examination. 

Some respiratory, cardiac, and vascu- 
lar conditions discerned solely by 
history may be disqualifying (see 
Item 21). Other conditions in these 
categories may p A oduce clinical 
patterns that demand consideration of 
multiple etiologies. For example, 
syncope may involve cardiovascular, 
neurological, and psychiatric fac- 
tors. See Item 46 for detailed con- 
siderations of syncope. 



ERIC 



19/ 



187 



The Examiner should keep in mind some 
of the special cardiopulmonary demands 
of flight. Heart rates at take-off 
and landing sometimes approach age- 
related maximum heart rates. High 
G-forces of aerobatics or agricultural 
flying may stress both systems con- 
siderably. Like tiypoxia, degenerative 
changes are often silent, yet they 
produce subtle performance decrements 
that may require special investigative 
techniques to determine health status. 

The insidious as well as the overt 
incapacitations that originate from 
the cardiopulmonary system make the 
assessment by the Examiner a very 
important one to aviation safety. The 
demands upon the Examiner are clear. 

D. Asthma 

Except for a history of mild asthenic 
symptoms, the Examiner should defer 
issuance and send the completed report 
to the Aeromedical Certification 
Branch, AAC-130, for further evalua- 
tion and decision. 

Where there is an established diag- 
nosis of moderate or severe asthma, 
the FAA will usually ask for a report 
of evaluation by a medical specialist 
which includes the extent of the 
disease, medications required, and 
appropriate pulmonary function 
studies. Each case is evaluated on an 
individual basis and when found quali- 
fied by the FAA, a ceitificate is 
issued. It may bear certain restric- 
tions and special followup evaluations 
may t>e required. 

When the applicant has asthma that 
requires use of medication, a report 
from the treating physician is 
necessary: 

1. Type and dosage of medi- 
cation. 

2. Any side effect. 



3. Duration of present 

therapy. 

4. Nature and severity of 
any residual symptoms. 

5. Likelihood for incapaci- 
tation. 

E. Coronary Heart Disease 

Some individuals with a history of 
myocardial infarction, angina 

pectoris, or other evidence of coro- 
nary heart disease (including coronary 
artery bypass or revascularization 
suryery) that may be expected to lead 
to a myocardial infarction have been 
granted limited medical certificates 
through the appeal procedure called a 
"petition for exemption" (see 
Chapter 1 of this Guide). The Federal 
Aviation Regulations, Part 67, specify 
that a history or clinical diagnosis 
of the above conditions is cause for 
denial no matter how remote that his- 
tory ' or whether the applicant is 
symptomatic. The requirement for a 
denies applies not only to the Exami- 
ner but also to the Federal Air 
Surgeon and his staff. It is only 
through the comprehensive assessment 
generated through a petition for 
exemption that the individual may be 
considered for certification. 

A petitioner's chances for a favorable 
exemption decision depend upon many 
factors as evaluPted by medical 
specialists who advise the Federal Air 
Surgeon. Flight Operations personnel 
may also be consulted in those situa- 
tions where operational limitations 
must be considered in the interest of 
aviation safety. 

While it is not required that a peti- 
tioner submit an Application and 
Report of Medical E: amination, FAA 
Form 8500-8, as part of the initial 
petition for an exemption, it is 
recommended that he/she first contact 
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an Examiner to gather the following 
data for submission to the Aeromedical 
Certification Branch, AAC-130' 

1. A current completed FA A 
Form 8500-8 (with denial or deferral). 

2. A signed and dated 
Release of Medical Information, FAA 
Form 8500-21, provided by the Exami- 
ner. These forms should be a part of 
the standard FAA supplies kept by each 
Examiner. 

3. If not previously pro- 
vided to the FAA, complete pertinent 
hospital and other medical records to 
include admission and discharge 
summaries, daily progress notes, 
copies of all electrocardiograms and 
laboratory reports, and outpatient 
progress notes. Where surgery is 
involved, records are necessary for 
nonsurgical admissions as well as for 
the surgical admission. 

Where a history or clinical diaqnosis 
of significant coronary heart disease 
is confirmed that requires a denial, 
the FAA will send a formal denial 
letter and information concerning 
rights of appeal (FAA Form 8^00-4.1). 
If the airman wishes to petition for 
an exemption, a current cardiovascular 
evaluation by an internist or 
cardiologist is requested. The proto- 
col for this examination is provided 
by the FAA. It inrludes a requirer-nt 
for electrocardiographic exercise 
stress testing. If coronary artery 
bypass surgery is involved, post- 
operative coronary angiography at 
!east 1 year following surgery is 
normally required for favorable 
consideration. 

For a history of a myocardial infarc- 
tion, medical records must contain 
documentation of an asymptomat '* - 
period of at least 2 years following 
the infarction. Documentation must 
include all pertinent records an:* a 



report of a complete current cardio- 
vascular evaluation, including stress 
electrocardiography, coMucted in 
accordance with FAA instructions. 
Post-infarct angiography may be 
required in some cases arid, In all 
cases, the 2-year waiting period for 
FAA consideration may be shortened to 
1 year if post-infarction angiography 
is available at that time. Certifica- 
tion of persons *ho have had infarc- 
tions or coronary artery bypass 
surgery is principally limited lo 
private flying. Limited commercial 
out<es may, however, be permitted by 
the FAA. Persons certified will be 
required to provide followup cardio- 
vascular evaluations, to include 
stress electrocardiography at 6-month 
intervals. Repeat angiography is 
required only if there appears to be 
an adverse change in the airman's 
condition. 

Most grants of exemption specify that 
subsequent issuances of certificates 
will be by the Aeromedical Certifica- 
tion Branch, AAC-130. The Examiner 
should never issue, even when con- 
vinced that there has been no adverse 
change, unless specially authorized to 
do so by the Grant of Exemption docu- 
ment If the applicant insists upon 
expediting the renewal of his/nor cer- 
tificate under the grant of exemption, 
the Examiner may call the Aeromedical 
Certification eranch, AAC-130, for 
instructions. 

If a grant of exemption is terminated 
because of adverse change, the appli- 
cant may re-petition for an exemp- 
tion. The required evaluation and 
documentation are essentially the 
same. Medical records previously sub- 
mitted need not be resubmitted. 

F. Heart Murmur 

When in the course of conducting a 
routine F4A examination the Examiner 
discovers a heart murmur, a statement 
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should be made indicating whether the 
Examinei believes it to be functional 
or organic ana if a special examina- 
tion is needed. If the latter is 
indicated, the Examiner should defer 
issuance of the medical certificate 
and forward the completed FAA Form 
8500-8 to the FAA for further 
consideration. 

G. Surgery 

The presence of an aneurysm of a major 
vessel of the body is disaualifying 
for medical certification of any 
class. Following successful surgical 
intervention and correction, the 
applicant may ask for consideration by 
the FAA. The Examiner should be aware 
of several criteria used by the Aero- 
medical Certification Branch, AAC-130, 
to determine eligibility of these 
individuals. Of importance is the 
time interval since surgery. It is 
recommended that the applicant wait 
for at least 6 months following the 
surgery before making reapplication 
for certification. The likelihood of 
certification is enhanced in those 
situations where all medications have 
been discontinued and a current 
evaluation reveals no evidence of 
cardiovascular or renal disease. 

A history of coronary artery bypass 
surgery *s disaualifying for certifi- 
cation 'j\ the Examiner. Such surgery 
does not negate a past history of 
coronary heart disease. For details, 
see paragraph E of this section. 

The presence of cardiac pacemakers and 
artificial heart valves is disauali- 
fying. Heart valves made of tissue 
seem to have a better prognosis than 
mechanical devices, especially in 
reference to those factors key to 
aviation safety. Applicants seeking 
further consideration by the FAA 
should be prepared to submit all past 
records and a report of a complete 
current cardiovascular evaluation in 



accordance with specifications pro- 
vided by the FAA. 

H. vascular Olsease 

Arteriosclerotic vascular disease when 
mild, presents no impediment to medi- 
cal certification. At some point in 
the natural course of this disease 
process, the nature ana severity of 
related symptoms will preclude con- 
tinued certification. This is 
certainly true by ihe time surgical 
intervention is contemplated. 
Following surgery (such as an end- 
arterectomy) it is possible that 
favorable consideration will be given 
by the FAA unless disease that was not 
amenable to surgery remains. 

vascular occlusions (s :h as in the 
carotid artery) present an impediment 
to certification much like that of 
arteriosclerosis involving the 
extremities and aorta. However, In 
addition to recovery from surgery and 
demonstrating that the disease is not 
severe, these individuals must also 
show that there are no neurological 
deficits or signs of other cardio- 
vascular disease, especially of the 
coronary arteries. 

The applicant who has a history of 
pulmonary embolus without seouelae or 
need for medication may be certified. 
Often such individuals are placed upon 
prophylactic or maintenance anti- 
coagulant therapy such as Coumadin. 
The use of anticoagulant medication 
precludes certification. These appli- 
cants should be denied by the Exami- 
ner. Other diseases such as coronary 
artery disease and thiombophlebitis or 
phlebothrombosis carry a poor prog- 
nosis for issuance of even a limited 
medical certificate of any class. 
When medical r.'.nagement of the disease 
results in a clinical status wherein 
medication is no longer a reauirement, 
prospects for a favorable certifica- 
tion decision by the FAA are much 
improved. 
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IV. REFERENCES 

A major reference source for detailed 
considerations of hypertensive and 
other cardiovascular conditions as 
related to aviation safety is "Cardio- 
vascular Problems Associated with 
Av'ation Safety," Eighth Bethesda Con- 
ference of the American College of 
Cardiology, The American Journal of 
Cardiology, October 31, 1975. 

ITEMS 38-39. Castro- Intestinal 
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I. FEDERAL AVIATION REGULATIONS 

A. All Classes: FAR 67.13, 
.15, and .17 (f)(2): 

***No ot'ier organic func- 
tional, or structural disease, defect, 
or limitation that the Federal Air 
Surgeon finds — 

Makes the applicant 
unable to safely perform the duties or 
exercise the privileges of the airman 
certificate that he holds or for which 
he is applying; or 

May reasonably be 
expected, within 2 years after the 
finding to make him unable to perform 
those duties or exercise those 
privileges; 

and the findings are based on the case 
history and appropriate, Qualified, 
medical judgment relating to the con- 
dition involved. 

II. EXAMINATION PROCEDURES 

A. Equipment 



The only eouipment neede d for the 
conduct of the examination applicable 
to these items is that necessary for 
rectal examination - gloves or finger 
cots, lub. leant, and wipes. Horever, 
medical history and/or physical 
findings may indicate a need for 
special tests (e.g., X-ray, 1 8boratory 
facilities). 

B. Examination -h -jj«s 

In order to help reduce lihood 

of omissions and to consej .ae, it 

is recommended that tt Examiner 

fo .low a set protocol. The Examiner 

must review the applicant's history 

prior to conducting the medical 
examination. 

1. Observation - The Exami- 
ner should note any unusual shape or 
contour, skin color, moisture, tem- 
perature , and presence of scars. 
Hernias, hemorrhoids, and fissure 
should be noted and recorded. 

2. Palpation - Examine for 
and note enlargement of organs, 
unexplained messes, tenderness, 
guarding, and rigidity. 

3. Digital Examination - 
During the digital examination note 

the following: 

a. sphincter tone 

b. internal hemorrhoids 

c . prostatic size and 
contour, consistency, tenderness 

d. evidence of infection 
p. unexplained masses 

f. color of feces 

III. DISPOSITION 

The following enumerates some gastro- 
intestionel pathology that is dis- 
aualifying. This list is not compre- 
hensive and other disorders may also 
be disoualifying. Applicants found 
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not ouaMfied for issuance of a medi- 
cal certificate may reauest further 
consideration by the TAA. 

A. Item 36 - Abdomen and Viscera 
1. Cholelithiasis 

?. Cirrhosis 

3. Hepatitis, acute; or 
chronic with impaired liver function. 

4. Ventral o: hiatal 
hemia, if symptomatic! or any hernia 
likely to incarcerate or strangulate. 

5. Splenomegaly 

6. Malignancy 

7. Peptic ulcer (see below) 

a. Active within 
3 months preceding the date of 
examination. 

% b. Bleeding (within 
6 months preceding the date of 
examination)'. 

B. Item 39 - Anus and Rectum 
Rectal or prostatic malignancy. 

C. Special Procedure for Ulcer 

An applicart with a history of an 
active ulce within the past 3 months 
or a bleeding ulcer within the past 6 
months must provide evidence that the 
ulcer is healed to be further con- 
sidered for medical certification. 
Evidence of healing constitutes a 
report from the attending physician 
that includes the following 
information: 

1. Confirmation that the 
applicant has been free of symptoms. 

?. Radiographic evidence 
that the ulcer is healed. 



3. Type, dosage, and 
freouency of medication used. 

This information should be submitted 
with the application, FAA Form 6500-8, 
with all certificate copies attached, 
to the Aeromedical Certification 
Branch, AAC-130. Under favorable cir- 
cumstances the FAA may issue a cer- 
tificate with special restrictions. 
For example, an applicant with a his- 
tory of bleeding ulcer may be reouired 
u) have his/her physician submit 
followup reports every 6 months for 
1 year following Initial certification. 

The use of any medication other than 
simple antacids will preclude certifi- 
cate issuance. Applicants with a his- 
tory of gastric resection for ulcer 
may be favorably considered if free of 
seouelae. 

D. Special Consideration for 
Regional Enteritis 

The episodic occurrence of symptoms 
and the medications used for treatment 
of regional enteritis makes certifica- 
tion unlikely. Six months after 
surgery , however, the individual ' s 
eligioility for medical certification 
rould he established upon written 
evidence from his/her surgeon that 
recovery is complete. 

Applicants with colectomy and/or 
ileostomy may also receive considera- 
tion f rom the FAA. A report is neces- 
sary to confirm that the applicant has 
fully recovered from the surgery, and 
is completely asymptomatic. 

ITEM 40. ENOOCRINE 
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1. FEDERAL AVIATION REGULATIONS 

A. All Classes : FAR 67.13, 
.15, and .17 (f)'l) and 
(f)(2): 

•**No established medical 
history or clinical diagnosis of 
diabetes mellitus that reouires irsu- 
lin or any other hypoglycemic drug for 
control. 

•♦♦No other organic, fjnc- 
tional, or structural disease, defect, 
or limitation that the Federal Air 
Surgeon finds — 

Hakes the applicant 
unable to safely perform the duties or 
exercise the privileges of the airman 
certificate that he holds or for which 
he is applying; or 

May reasonably be 
expected, within 2 years after the 
finding, to make him unable to perform 
those duties or exercise those 
privileges; 

and the findings are based on the case 
history and appropriate, Qualified, 
medical Judgoent relating to the con- 
dition involved. 

II. EXAMINATION PROCEDURES 

A. Equipment 

No eouipment is reouired. Tne physi- 
cians' skills of history taking, 
observation, palpation, etc., are the 
principal tools in detecting abnor- 
malities of the endocrine system. 

B. Te chni oue 

A protocol for examinations applicable 
to Item 40 is not provided since the 
necessary history taking, observation, 
and other examination technioues used 
in examining other systems have 
already revealed much of what can be 



known about the status of the appli- 
cant's endocrine system. For example, 
the examination of the skin alone can 
reveal important signs of thyroid dys- 
function, Addison* $ disease, Cushi rig's 
disease, and several other endocrine 
disorders. The eye may reflect a 
thyroid disorder (exophthalmos), or 
diabetes (retinopathy). 

When the Examiner reaches Item 40 In 
the course of his/her examination of 
an applicant, howevrr, it is recom- 
mended th»t a moment be taken to 
review and determine if key procedures 
have been performed in conjunction 
with examinations made under other 
items: 

1. Has the neck been pal- 
pated and the heir, skin, and finger- 
nails checked for signs of thyroid 
disease? 

2. Have the eyes oeen 

checked for diabetic retinopathy? Are 
there neural or vascular changes sug- 
gestive of diabetes? 

3. 13 there acromegaly or 
other growth abnormalities suggesting 
a pituitary dysfunction? 

4 • Is there ebnorme 1 cal- 
cium deposition or bony abnormalities 
to suggest parathyroid disease? 

5. Has the abdomen been 

checked for the striae of Gushing* s 
disease and have the hands been 
observed for the abnormal pigmentation 
of Addison's disease? 

6. Is there evidence of 
fluid imbalance? Are the sexual 
characteristics within normal range? 

III. DISPOSITION 

The following n s t enumerates some of 
the endocrine pathologies which dis- 
oualify an applicant. The list is not 
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comprehensive and other disorders may 
also be cause for denial or deferral. 
Applicants not issued s medical cer- 
tificate may re Quest further con- 
sideration by the FAA. 

A. Endocrine Olsorders/Other 
T han Qiahetes Hellitus 

1. Acromegaly 

2. Addison's disease or 

syndrome . 

3. Cushing's disease or 

Syndrome. 

A. Diabetes insipidus (see 

below). 

b. Hypoglycemia, whether 
functional or a result o* pancreatic 
tumor. A history of hypoglycemia may 
not, in itself, be disqualifying. 
Further evaluation is necessary to 
confirm the diagnosis, underlying 
cause and clinical sionif icance. 

6. Hyperthyroidism 

7. Hypothyroidism if 
symptomatic. 

8. Hyperparathyroidism 

9. Hypoparathyroidism 

B. Special Consideration for 
Diabetes 

A blood glucose determination is not a 
routine part of the FAA mpdical 
evaluation for any class of medical 
certificate. However, the examination 
does include a routine uiinalysis 'see 
Item 58). 

A medical history or clinical diag- 
nosis of diabetes mellitus may be 
considered as previously established 
when tne diagnosis has been or clearly 
could be made because of supporting 



latoidtory findings and/or clinical 
signs and symptoms. 

When an applicant with a history of 
diabetes Is examined for the first 
time, the Examiner should explain the 
procedures involved and assi st In 
obtaining prior records and current 
special testing (see FAA Form 8500-17, 
Appendix 2). Past and present clini- 
cal data (history, physical and 
laboratory findings) must be obtained 
to document the appropriate diagnosis, 
status of the disease process, ade- 
ouacy of control and need for medica- 
tion. Prior clinica» information need 
not be updated if no more than 90-days 
old at the time of the FAA examination. 

The current use or recent use of medi- 
cations for control of an abnormality 
of carbohydrate metabolism mandates a 
denial under the (f)(l) paragraphs of 
Part 67 of the Federal Aviation 
Regulations. 

When hypoglycemic medication is 
reouired, the Examiner should inform 
the applicant that medical certifica- 
tion by the FAA is not possible either 
under the medical standards or the 
exemption process. Exemptions have 
not been Qranted to persons with dia- 
betes mellitus who reouire hypogly- 
cemic medication. 

The American Oiabetes Association, on 
several occasions, has expressed the 
opinion that personnel whose Job per- 
formance is intimately concerned with 
tne safe operation of aircraf* should 
not be individuals with diabetes 
reouiring insulin or oral hypoglyce- 
mics *or control. 

A history of diabetes that no longer 
reouires medication for control is 
not, in itseJf, disoualifying. If the 
applicant's physician recommends con- 
trol by diet alone, a trial period of 
at least 90 days without the use or 
need for Insulin or other hypoglycemic 
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agent is reauired. If after that time 
the physician recommends continuance 
of control by diet and other regimens 
not involving drugs, the applicant may 
reouest further consideration by the 
FAA . If , on special evaluation, 
he/she is found Qualified, the FAA 
•ill issue a time-limited certificate 
and reouire followup reports (rften at 
6-«ionth intervals) in order to verify 
that the diabetes remains under good 
control and no significant cardiovas- 
cular, renal, or other complications 
exist. An snnual cardiovascular 
evaluation may be reauired. Followup 
reports are expected to reflect that 
the applicant has been seen by his/her 
treating physician on a regular 
basis. See FAA Form 8500-18. 

ITEM 41. G-U SYSTEM 
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FEDERAL AVIATION REGULATIONS 

A. All Classes : FAR 67.13, 
.15, .17 (f)(2) 



and the findings are based on the case 
history and oppropriate, ouelified, 
medical Judgment relating to the con- 
dition involved. 

II. EXAMINATION PROCEDUR ES 

A. Equipment 

No special eoulpment is needed for 
routine examination. 

B. Exar.dnation Techniques 

The Examiner should observe for dis- 
charge, inflammation, skin lesions, 
scars, strictures, tumors, and 
secondary sexua' characteristics. 
Palpation for mosses and areas of 
tenderness should be carried out. 

No vaginal examination is routinely 
reauired. Sexual disorders such as 
sterility end menstrual irregularity 
are not usually of importance in 
Qualification for medical 

certification. 

Specialty evaluations may be indicated 
by history or by physical findings on 
the routine examination. A personal 
history of urinary symptoms is 
important : 



***No other organic, func- 
tional, or structural disease, defect, 
or limitation that the Federal Air 
Surgeon finds — 

Makes the applicant 
unable to safely perform the duties or 
exercise the privileges of the airman 
certificate that he holds or for which 
he is applying; or 

May reasonably be 
expected, within 2 years after the 
finding to make him unable to perform 
those duties or exercise those 
privileges; 



urination. 



1. Pain or burning upon 



Dribbling 



incontinence. 

3. Polyuria, freouency, or 



nocturia. 



4. Hematuria, pyuria, or 



glycosuria. 

Special procedures for evaluation of 
the G-u syste* should best be left to 
the discretion of a urologist, 
nephrologist ur gynecologist, with the 
permission of the applicant. 
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III. DISPOSITION 

The following conditions are disouali- 
fying for issuance of a medical cer- 
tificate by the Examiner. Further 
consideration by the FAA may be 
obtained by written re Quest. The 
following list is not all-inclusive 
and otier GAJ findings may also be 
disoualifying. See Item 40 for 
oetails concerning diabetes and Item 
58 fcr other information related to 
the examination of the urine. 

A. Urinary System 

1* Calculus: renal, 
ureteral, or vesical (see H below). 



2. Hydronephrosis 
*7p aired renal function. 



with 



3. Nephrectomy, if asso- 
ciated with lypertension, uremia, 
infection of the remaining kidney, or 
other evidence of reduced renal func- 
tion in the remaining kidney. 



chronic. 



Nephritis: 



acute or 



Oklahoma City. Complete studies to 
determine the possible etiology and 
prognosis are essential to favorable 
consideration. Determining factors 
include size and location of the 
stones, complications such as compro- 
mise in renal function, repeated bouts 
of kidney infection, and need for 
therapy. Any underlying disease would 
be considered. Of primary concern is 
the likelihood of sudden incapacita- 
ting symptoms. 

12. Congenital lesions of 
the kidney are often berign and cer- 
tification of applicants with ectopic 
and horseshoe kidney, agenesis (uni- 
lateral) and even hypoplasia and 
dysplasia is possible. 

13. Cystostomy and neuro- 
gei *c bladder reouirv evaluation by a 
specialist and deferral of certifica- 
tion to the Aeromedical Certification 
Branch in Oklahor.ia City. 

14. Glycjsuria reouires 
special evaluation. See also Item 40 
for glycccuria associated with 
diabetes. 



disease. 



Nephrocalcinosis. 

Nephrosis. 
Polycystic 



pyelonephritis. 



Pyelitis 



kidney 



9. Pyonephrosis. 

10. Tumors or malignancies. 

11. Rer-al stones are dis- 
oualifying for issuance of r medical 
certificate by the Examiner. The 
Examiner should either deny or defer 
issuance and forward the completed 
report (FAA Form 8*00-8; to the Aero- 
medical Certification Branch in 



15. Renal transplant is 
cause for denial by the Examiner. 
Certification by the FAA may be pos- 
sible after complete recovery. 

fl. Genital/Reproductive System 

1. Use of oral contracep- 
tives is not disoualifying for medical 
certification. If the applicant is 
experiencing no adverse symptoms or 
reactions to cyclic hormores and is 
otherwise oualified, the Examiner may 
issue the desired certificate. 

2. Pregnancy under normal 
circumstances does not disouelify. It 
is recommended that the applicant's 
obstetrician be made aware of all 
aviation activities so that he/she can 
impose any restrictions. The Examiner 
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may wish to counsel appMcants con- 
cerning piloting aircraft during the 
third trimester, and the proper use of 
lap belt and shoulder harness may 
warrant discussion. 



Standard examination procedures should 
be used to make a gross evaluation o' 
the integrity of the applicant's 
musculoskeletal system. Tru; Examiner 
should note: 



ITEMS 42-43. MUSCULOSKELETAL 
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I FEDERAL AVIATION REGULATIONS 

A. All Classes : FAR 6? 13, 
15, and .17 (f)(?). 

•••No other organic, func- 
tional, or structural disease, defect, 
or limitation that the Federal Air 
Surgeon finds — 

Makes the applicant 
unable to safely perform the duties or 
exercise the privileges of the airman 
certificate that he holds or for which 
he is applying; or 

May reasonably be 
e. pected, within ? years after the 
finding, to make him unable to perform 
those duties or exercise those 
privileges, 

and the findings are based on the case 
history and appropriate, Qualified, 
medical judgment relating to the con- 
dition involved. 



1. Pain - neuralgia, 
myalgia, paresthesias, related circu- 
latory and neurological findings. 

2. Weakness - local c ' 
generalized, degree and amount of 
functional loss. 

3. Paralysis - atrophy, 
contractures, and related dysfunctions. 

4. Motion - coordinate ■» 
tremors, loss or restriction of Join, 
motions, and performance degradation. 

5. Deformity - extent and 



6. Amputation - level, 
stump, healing, and phantom pain. 

7. Prosthetics - comfort 
and ability to use effectively. 

See Item 46 for the neurological 
evaluation of nntor functions. 

111. DISPOSITION 

The following conditions are disquali- 
fying for issuance of a medical cer- 
tificate by the Examiner. Further 
consideration by the FAA may be 
obtained through wri tten request . 
This list is not ail inclusive and 
other bone/muscle/Joint conditions may 
also be disqualifying. 



II. EXAMINATION PROCEDURES 
A Equipment 
Ni special equipment is reouired 
B. Examination Techniques 



\. Item 4g - Upper and lower 
Extremities . 

1. Amputation of any 
extremity or any portion thereof 
sufficient to interfere with perfor- 
mance of airman duties. 
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?. Atrophy of muscles of 
any part which is progressive" or is 
sufficient to interfere w»th the per- 
formance of airman duties. 

3. Deformities, either 
congenital or acquired, if sufficient 
to interfere with the performance uf 
airman duties. 

4. Limitation of motion of 
a major joint, if sufficient to inter- 
fere with the performa-re of airman 
duties. 

5. Neuralgia, chronic or 
acute, particularly sciatica, if it 
results in interference with function 
or is likely to become incapacitating. 

6. Osteomyelitis, acute cr 
chronic, with or without draining 
fistula(e). 

7. Tremors, if of suffi- 
cient degree to interfere with the 
performance of airman duties. 

8. Item 43 - Spine, Other 
Musculoskeletal 

1. Active disease of rones 
and joints, including arthritis. 

2. Curvature, ankylosis, or 
other marked deformity of the spinal 
column sufficient to interfere with 
the performance of airman duties. 

3. Herniation of inter- 
vertebral disc. 

4. Other disturbances of 
musculoskeletal function, congenital 
or acquired, sufficient to interfere 
with the performance of airman duties 
or likely to progress to that degree, 
such as: 

a. Musculoskeletal 
effects of cerebral palsy 

b. Myasthenia gravis. 



c. Ku^cu.ar dystrophy 
or other myopathies. 

5. Amputations , with or 
without prosthesis, are considered to 
be static defects anJ best evaluated 
by means of a special rredical flight 
test. The Examiner should defer 
issuance. If otherwise qualified, the 
Examiner will issue a certificate 
bearing the limitation "Valid for 
Student Pilot Purposes Only." This 
certificate will permit the applicant 
to proceed with flight training until 
he/she is ready for a private pilot 
flight test. At that time, at the 
applicant's request, the FAA (usually 
the Aeromedical Certification Branch, 
AAC-130) will authorize the student 
pilot to take a mescal fl-igp* test in 
conjunction with the regular flight 
test. The medical flight test and 
regular private pilot flight test are 
conducted by an FAA inspector. This 
affords the student an opportunity to 
demonstrate ability to control the 
aircraft despite the handicap. The 
FAA inspector prepares a written 
report and indicates whether there is 
a safety problem. A medical certifi- 
cate and Statement of Demonstrated 
Ability, without the student limita- 
tion, may be provided to the inspector 
for issuance to the applicant or the 
inspector may be required to send the 
report to the FAA medical officer who 
authorized the test. 

When prostheses are used or additional 
control devices installed in an air- 
craft to assist the amputee, those 
found qualified by special certifica- 
tion procedures may have their cer- 
tificates limited to require that the 
devices (and even the specific air- 
craft) must always be used when exer- 
cising the privileges of the airman 
certificate. 

6. Arthritis , when sympto- 
matic or requiring medication, is dis- 
qualifying unless the applicant holds 
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a letter from the FAA specifically 
authorizing the Examiner to issue the 
certificate when the applicant is 
found otherwise ouPlified. 

Although the use of many medications 
on a continuing basis ordinarily con- 
tra indicates the performance of pilot 
duties, under certain circumstances, 
certification is possible for an 
applicant who is taking aspirin, 
ibuprofen (Motrin) , naproxen 
(Naprosyn), or other similar agents. 
Further consideration for nodical 
certification is made by the FAA (not 
the Examiner) if the applicant pre- 
sent s evidence document ing that the 
underlying condition for which the 
medicine is being taken is not in 
itself disoualifying, and that the 
applicant has been on therapy long 
enough to have established tolerance 
or absence of adverse side effects. 

The Examiner should advise an appli- 
cant who plans to reouest further 
consideration that, if certified by 
the FAA, limitations may be placed un 
the medical certificate and followup 
evaluations ma/ be reouired. 

7. A history of interverte- 
bral disc surgery is not disouali- 
fying. Tf the applicant is asympto- 
matic, has completely recovered from 
surgery, is taking no medication, and 
thee is no neurological dericit , the 
Examiner should confirm these facts by 
a brief statement under Item 61 of the 
hAA Form 8500-6 or by a letter 
attached to the application. The 
Examiner is thsn authorized to issue 
any class of medical certificate, 
assuming the individual meets all the 
medical standards for that class. 

8. The paraplegic . when 
Paralysis is not due to a progressive 
disease process, is considered in much 
the same manner as an amputee. The 
Examiner should defer issuance and 
advise the applicant that he/she may 



reouest further cons i Oration frco the 
FAA. The applicant is authorized to 
take a medical flight test along with 
the check -ride. If successful, the 
limitation "Valid for Student Pilot 
Purposes Only" is removed from the 
medical certificate but operational 
Umitstions may be acted. A statement 
of Demonstrated Ability is Issued. 

9. Other neuromuscular con- 
ditions are covered in more detail 
under Item 46 ( eurologic). 

ITEMS 44-45. SKIN/LYMPHATICS 
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I. FEDERAL AVIATION RFGULAT T QNS 

A. All Classes : FAR 67.13, 
.15, and .17 (f)(2). 

••♦No other organic , func- 
tional, or structural disease, defect, 
or limitation that the Federal Air 
Surgeun finds — 

Makes the applicant 
urable to safely oerform the duties or 
exercise the privileges of the airman 
certificate that he holds or for which 
is applying; or 

May reasonably be 
expected, within 2 years after the 
finding, to make him unable to perform 
those duties or exercise those 
privi leges; 

and the findings are based on the case 
history and appropriate, Qualified, 
m*riical Judgment relating to the con- 
dition involved. 
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II. E XAMINATION PROCEDURES 

A. Equipment 

Non? required. 

8. Exa mination Techniques 

A careful examination oT the skin and 
lymphatics may reveal underlying 
systemic disorders of clinical impor- 
tance. Needle marks that suggest drug 
abuse should be noted and body marks 
and scars should be correlated with 
known history- Further history should 
be obtained as needed to explain 
findings. Tattoos should be recorded 
since they may be useful for identifi- 
cation purposes in case of accidert. 

III. DISPOSITION 

The following is a partial list of 
conditions that warrant denial or 
deferral to the Aeromedical Certifica- 
tion Branch, AAC-130: 

A. Item 44 - Identifying Body 
Marks, Scars, and Tattoos 

Scars and Tattoos 

Scar or scar tissue which involves the 
loss of function sufficient to inter- 
fere with the safe performance of air- 
man duties. 

B. Item 45 - Skin, Lymphatics 

1. Adenopathy secondary to 
systemic disease or metastasis. 

2. Hodgkin's disease, lym- 
phoma, lymphosarcoma. 

3. Malignant melanoma or, 
if surgically removed, evidence of 
metastasis. 

4. Neuioribromatosis with 
central nervous system involvement. 

5. Lymphedema 



ITEM 46. NEUROLOGIC 
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I . FEDERAL AVIATION REQ ' .i IONS 

A. All Classes : FAR 67.13, 
.15, and .17 (d)(2) 
Neurologic: 

***No established medical 
history or clinical diagnosis of 
either of the following: 

a. Epilepsy 

b. A disturbance of 
consciousness without satisfactory 
medical explanation of the cause. 

***No other convulsive dis- 
order, disturbance of consciousness, 
or neurologic condition that the 
Federal Air Surgeon finds — 

Makes the applicant 
unable to safely perform the duties or 
exercise the privileges of the airman 
certificate that he holds or for >hich 
he is applying; or 

May re^onably be 
expected, within 2 years after the 
finding, to make him unable to perform 
those duties or exercise those 
privileges ; 

and the findings are based on the case 
history and appropriate, qualified, 
mediral judgment relating to the con- 
dition involved. 

1 1 . EXAMINATION PROCEDURES 
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A. Histo ry 

A neurologic evaluation should consist 
of a thorough review of the appli- 
cant's history prior to the neurologi- 
cal examination. In addition to those 
Items of the medical history contained 
in item 21, specific inquiry con- 
cerning a history of we«»\<>?ss or 
paralysis, disturbance of sensation, 
loss of coordinat'on, or loss of bowel 
or bladder control should be made. 
Also a Tevious history of certain 
laboratory procedures such as X-rays 
of tre head or spine, electroencepha- 
lograms, or spinal taps may elicit a 
remote problem in the applicant's 
m*dical history. Conditions identi- 
' ied should be noted under "Remarks" 
with facts such as dates, frequency 
and severity of occurrence 

B. Examination Techniques 

The basic neurr logical examinatici 
consists of an examination of the 12 
cranial nerve.,, mo^pr strength, super- 
ficial reflexes, deep tendon reflexes, 
sensation, coordination, and mental 
status. The Examiner should be aware 
of any asymmetry in responses between 
the two sides of the body since mild 
or early abnormalities may be elicited 
In this way. Particular e phasis also 
may be given to the gross visual field 
by direct confrontation Cite* 54), the 
Babinskl reflex, tne Romberg sign, and 
the abdominal reflexes. These tests 
Involve long and multiple pathways 
within the brain and/or spinal cord. 

III. DISRUPTION 

A. An established hlsto y of 
either of the following conditions is 
disqualifying for medical certifica- 
tion.: 

1. Epilepsy 

2. A disturbance of con- 
sciousness without satisfactury expla- 
nation of the cause. 



The only meaningful appeal for an 
applicant with such a history Is to 
petition for a grant of exemption from 
the medi r al standards of the Federal 
Aviation Regulations. A petition for 
exemption is rev. **ed by FAA medical 
consultants, and a recommendation con- 
cerning an applicant's eligibility for 
medical certification is made to the 
Federal Air Surgeon. Infrequently, 
exemptions have been granted when • 
history of a seizure disorder has 
occurred in childhood end the indi- 
vidual has been seizure-free for • 
prolonged Interval of years. Factor *. 
which would be considered in deter- 
mining eligibility in such cases would 
be age at onset, nature and frequency 
of seizures, precipitating causes, and 
duration of stability without medica- 
tion. Followup evaluations are 
usually ne~*ssary to affirm continued 
stability -f an Individual's condition 
If an exemption Is granted. 

B. A history or presence of any 
neurological condition or disease 
which potentially may Incapacitate an 
individual should be regarded as 
initially aisquallfylng. Issuance of 
a medical certificate to an applicant 
in such cases should be denied or 
deferred pending further evaluation. 
Also, a waiting period following Ill- 
ness or injury may be advisable to 
permit adequate stabilization of an 
Individual's condition and to reduce 
the risk of an adverse event. Appli- 
cations by individuals with poten- 
tially disqualifying conditions should 
be forwarded to the FAA. Processing 
such applications can be expedited by 
including hospital lecords, consulta- 
tion reports, and appropriate labora- 
tory studies if available. Symptoms 
or disturbances secondary to the 
underlying condition which may be 
acutely incapacitating Include pain, 
weakness, vertigo or incoordination, 
seizures or a disturbance of con- 
sciousness, visual disturbance, or 
mental confusion. Chronic conditions 
may be incompatible with safety in 
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aircraft operation due tc long-term 
unpredictability, severe neurologic 
deficit, or psychological impairment. 

A history o* presp;ce of any of the 
followinq conditions should preclude 
issuance of a medical certificate by 
the Examiner: 



1. Head trauma associated 



with: 



a. Unconsciousness or 
disorientation of more tt\ 1 hour 
following injury. 

b. Focal neurologic 

deficit. 

r Skull fracture. 

d. Post-traumatic 

headache. 

e. Subdural or epidural 

hematoma. 

Complete neurological evaluation with 
appropriate laboratory studies will be 
reouired to determine an applicant's 
eligibility. A period of stabiliza- 
tion of no less than 6 months will 
usually be reouired to confirm ade- 
quate recovery from any of the above 
conditions prior to consideration for 
medical certification. 



2. Headache 

a. Migraine 

b. Migraine eouivalent 

c. Cluster headache 

d. Chronic tension 

e. Convrrsion headache 

f. Trigeminal Neuralgia 

g. Atypical facial pain 



headache 



Pain, in some conditions, may be 
acutely incapacitating. Chronic 
recurring headaches or pain syndromes 
often reauire medications for relief 
or prophylaxis, and, in most 
instances, use of such medications is 
disoualifying due to their inter- 
ference with a pilot's alertness and 
reflex r unctioning. 



3. VertiQo or disequilibrium 

a. Benign positional 

vertigo 

b. Meniere's disease 
and acute peripheral v stibulopatby 

c. Altfc/nobaric vertioo 

d. Hyperventilation 

syndrome 

e. Orthostatic 

hypotension 

f. Nonfunctioning 

labyrinths 

g. Vascular or neo- 
plastic brain stem or temporal lobe 
involvement 

Numerous conditions may affect equi- 
librium resulting in acute incapacita- 
tion or varying degrees of chronic 
recurring spatial disorientation of a 
pilot. Use of medications prophylac- 
tically also may affect »Jilot perfor- 
mance. In most instances, further 
neurological evaluation will be 
reouired to determine eligibility for 
medical certification; therefore, 
i ssuance of a medica 1 ce rt i f ica te 
should be deferred. 

A. Cerebrovascular disease 

a . Transient ischemic 

attack (TIA). 

b. Cerebral infarction, 
thrombotic or e-holic. 

c. Transient global 

amnesia (TGA). 

d. Intracerebral or 
subarachnoid hemorrhage. 

e. Intracranial 
aneurysm or arteriovenous malformation. 

Complete neurological evaluations 
supplemented witr appropriate labora- 
tory studies are reouired of appli- 
cants with the above conditions. 
Complete cerebral arteriography is 
necessary for review in cases of 
subarachnoid hemorrhage. 

5. Intracranial tumor 
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a. A variety of intra- 
cranial tumors, both malignant and 
benign, are capable of causing 
incapacitation of an individual 
directly by neurologic deficit or 
indirectly through recurrent symptoma- 
tology. Potential neurologic deficits 
include weakness, loss of sensation, 
ataxia, visual deficit, or mental 
Impairment. Recurrent symptomatology 
may Interfere with flight performance 
through mechanisms such as seizure, 
headaches, vertigo, visual distur- 
bances, rr confusion. P history or 
diagnosis of an intracranial tumor 
necessitates a complete neurological 
evaluation with appropriate laboratory 
studies before determination of eligi- 
bility for medical certification can 
be established. Individuals with a 
history of certain benign supraten- 
torlal tumors may be considered 
favorably for medical certification by 
the FAA and returned to flying status 
after a minimum satisfactory convales- 
cence of 1 year. 

b. Pseudotumor cerebri 
(benign Intracranial hyperte slon). 
Although the ulltmate prognosis of 
this idiopathic condition usually Is 
good, Issuance of a medical certifi- 
cate should be deferred and medical 
records forwarded to the Aeromedical 
Certification Branch, AAC-130, for 
evaluation. 

6. Hydrocephalus and shunts 

a. Hydrocephalus secon- 
dary to a known Injury or disease 
process. 

b. Normal pressure 

hydrocephalus. 

Individuals with a history or diag- 
nosis of hydrocephalus or a corrective 
shunt should be deferred issuance of a 
medical certificate pending further 
neurologic evaluation. 



7. Spasticity, weakness, or 
paralysis of the extremities . 

Conditions which are stable and non- 
progressive may be considered for 
medical certification. Information 
necessary for determining ellgibllty 
for medical certification Include the 
medical history, etiology of the 
neurological condition, degree of 
Involvement, period of stability, 
hospital records, and total current 
health and neurological status of the 
Individual. Neurological consultation 
will be reoulred Including appropriate 
laboratory studies. Issuance of a 
medical certificate should be deferred 
by the Examiner, and all records 
referred to the Aeromedic*l Certifica- 
tion Branch, AAC-130. 

8. Oemyellnatlng end 
autoimmune disease . 

a. Multiple sclerosis. 

b. Acute optic neuritis. 

c. Myasthenia gravis. 

d. Landry -Gulllaln- 
Barre syndrome. 

e. Allergic 
encephalomyelitis. 

f. Collagen disease. 

(1) Lupus 

erythematosus. 

(2) Periarteritis 

nodosa. 

(3) Acute 

polymyositis. 

(4) Oermatomyosltls 

Due to the variabllty and unpredict- 
ability of involvement and course of 
the above conditions, each applicant's 
case must be considered Individually 
by the FAA to del rmlne ellgibllty for 
medical certification. Factors used 
In determining eligibility will 
include the medical history , neuro- 
logical involvement and persisting 
deficit, period of stability wit^ 
symptoms, type and dosaue of medica- 
tions used, and general health. A 
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neurological and/or medical consulta- 
tion " will be necessary in most 
instances. Issuance of a medical cer- 
tificate should be deterred and all 
medical records sent to the Aeromedi- 
cal Certification Branch, AAC-130. 

9. Extrapyramidal, heredi- 
tary, and degenerative diseases of the 
nervous system . 

a. Parkinson's disease. 

b. Essential tremor. 

c. Huntington's disease. 

0. Wilson's disease. 

e. Dystonia musculorum 

deformans. 

f. Gilles de la 
Tourette syndrome. 

g. Athetosis. 

h. Creutzfeldt-Oakob 

disease. 

1. Presenile and senile 

dementia. 

Considerable variability exists in the 
severity of involvement, rate of pro- 
gress >on, and treatment of the above 
conditions. A complete neurological 
evaluation with appropriate laboratory 
studies including information 
specifically on the above factors will 
be necessary for determination of 
eligiblity for medical certification. 
Conditions which have a poor prognosis 
will likely be denied. The applicant 
should not be encouraged to pursue 
medical certification. 



10. Infections 
nervous system . 



of the 



litis 



a. Meningitis 

b. Brain abscess 

c. Acute viral encepna- 

d. Neurosyphilis 



Many different typsu of infection of 
the nervous system exist, and post- 
infectious comolications and degree of 
recovery may differ widely. The most 
sign! f leant factors to be considered 



include *he possibility of a seizure 
disorder or mental impairment. A 
complete neurological evaluation *ith 
appropriate laboratory studies will be 
required to determine eligiblity fo' 
medical certification. Issuance of a 
medical certificate should be deferred 
and all rredical records forwarded to 
the Aeromedical Certification Branch, 
AAC-130. 



11. 



conditions. 



ither neurological 



Many other neurological conditions 
exist which may be disqualifying for 
airman medical certification. The 
above-listed conditions represent only 
some of the major disqualifying 
problems. 

IV. REFERENCES 

A major reference source far detailed 
considerations of neurological and 
neurosurgical conditions as lelated to 
aviation safety is "Neurological and 
Neurosurgical Conditions Associated 
With Aviation Safety," Archives of 
Neurology . November 16, 1979, Volume 
36, Number 12. 

ITEM 47. PSYCHIATRIC 
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I. FEDERAL AVIATION REGULATIONS 

A. All Classes : FAT. 67.13, 
.15, and .17 (d)(1) itental: 

***No established medical 
history or clinical diagnosis of any 
of the following: 

A personality disorder 
that is severe enough to have 
repeatedly manifested itself by overt 
acts. 



ERIC 



203 



204 



A psychosis. 

Alcoholism. As used in 
this section, "alcohol ism" means a 
condition in which a person's intake 
of alcohol is great enough to damagt 
his physical health or personal or 
social functioning, or when alcohol 
has become a prereouisite to his 
normal functioning. 

Drug dependence. As 
used in this section, "drug depen- 
dence" means a condition in which a 
person is addicted to, or dependent 
on, drugs other than alcohol, tobacco, 
or ordinary caffeine-containing 
beverages, as evidenced by habitual 
use or a clear sense of need for the 
drug. 

•••No other personality 
disorder, neurosis, or mental condi- 
tion t K ^t the Federal Air Surgeon 
finds — 

Makes the applicant 
unable to safely perform the duties or 
exercise the privileges of the airman 
certificate that he holds or foi which 
he is apolymo; o»* 

May reasonab!v be 
expected, within 2 years after the 
finding, to make him unable to perform 
those duties or exercise those 
privileges; 

and the findings are based on the case 
history and appropriate, oualified, 
medical judqment relation to the con- 
dition involved* 

II. EXAMINATION PROCEDURES 

A. Equipment 

No osycboloqical tests or other 
specia 1 so f t wa re or ha rdwa re is 
routinely r^ouired for the psychiatric 
evaluation in completing FAA Form 
8500-8. 



B. Examination Techniques 

The FAA doos not expect the Examiner 
to perform j psychiatric interview. 
Howevt , the "xaminer should fom a 
general impression of the emotional 
stability or nental state of th#» 
applicant. 

Evaluation of the applicant's history 
as provided on the application form 
may alert the Examiner to gather 
further important factual informa- 
tion. A great deal of information 
about the individual may be found in 
items related to age, pilot time, and 
class of certificate applied for. 
Information about the length of 
present occupation and employer also 
may be important. If any psychotropic 
drugs are being used, followup Ques- 
tions are appropriate. Previous medi- 
cal denials or aircraft accidents may 
be related to psychiatric problems. 

Psychiatric information can be derived 
from the individual items in medical 
history (Item 21). Any affirmative 
answers to nervous trouble of any sort 
or an attempted suicide are signifi- 
cant. Any admission of alcohol or 
dnjg Problems deserves followup. A 
record of traffic violations may 
reflect certain personality problems 
or indicate an alcohol problem. 
Aft-mative answers related to rejec- 
tion *rom military service or medical 
discharge reouires elaboration. Dften 
applicants are incoirect as to their 
previous diagnoses, either because 
they don't know or because they choose 
tc minimize past difficulties. If 
there was an admission to hospital for 
any emotionally-related problem, it 
will be necessary to obtain the entire 
record. Reporting symptoms like head- 
aches or dizziness or even heart or 
stomach trouble may reflect a history 
of anxiety rather than a primary medi- 
cal problem in these areas. 
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Acditiooal information can be derived 
from tne casual conversation that 
occurs ouring the physical examina- 
tion. Some of this conversation will 
reveal information about the family, 
the job, and special interests. Even 
some personal troubles may be revealed 
at this time The Examiner's ques- 
tions should not be stilted or follow 
a regular pattern. These should be a 
natural extension of the Examiner's 
curiosity about the oerson being 
examined. Information about the 
motivation for medical certification 
and interest in flying may be 
revealing. A formal Mental Status 
Examination is unnecessary. For 
example, it is not necessary to ask 
about time, place, or person to dis- 
cover whether the examinee is 
oriented. The information about the 
flow of associations, mood, and 
memory, are generally available from 
the usual interactions during the 
examination. 

Elements of observations during this 
part of the medical examination should 
be recorded in item 61 of the applica- 
tion form. If there are any signifi- 
cant problems identified, the Examiner 
should defer issuance of the medical 
certificate and report the suspicions 
to the FAA. Thi? could be 
accomplished by contacting the 
Regional Flight Surgeon or the Ae. 
medical Certification Branch, AAC-130. 

III. DI SPOSITION 

A. General Considerations 

It must be pointed out that considera- 
tions for safety, which i the 
"mental" area are related to a compro- 
mise of judament and emotional control 
or to diminished mental capacity with 
loss of behavioral control, are not 
the same as concerns for emotional 
health in everyday life. There are 
some considerations thrt may have only 
slight imoact on the overall capaci- 
ties of an individual and the Quality 



of his/her life, but nevertheless have 
great impact on safety. Conversely, 
there are many emotional problems that 
are of therapeutic and clinical con- 
cern but have no impact on safety. 

The fat.- t .,at an applicant has seen a 
mental health professional needs to be 
followed up, but may be found not to 
have significance for medical certifi- 
cation. For instance, growth and 
adjustment problems reouiring psycho- 
therapy are usually not considered 
significant for safety when there are 
no vocational disruptions and medica- 
tions are not used. This might 
include marital counseling, or psycho- 
therapy for identity problems or 
issues of growth and personal fulfill- 
ment. A history of brief situational 
problems secondary to such life events 
as marital disruption, business prob- 
ers, and the death of loved ones may 
likewise not be significant. Also, 
sexual behavior that does not reflect 
uoon overall Judgment and self control 
are not concerns for safety. 

8. Mandatory Denials 

The FAA has concluded that certain 
psychiatric conditions are such that 
their presence or a past history of 
their presence is sufficient to sug- 
gest a potential threat to safety, it 
is, therefore, incumbent upon the 
Examiner to be aware of any indica- 
tions of these conditions currently, 
or in the past, and to deny or defer 
issuance of the medical certificate to 
an individual who has a history of 
these conditions. Persons who have a 
current diagnosis or history of these 
conditions may petition the FAA for an 
exemption and, based upon individual 
considerations, exemptions may be 
granted. 

1. The category of per- 
sonality disorder severe enough to 
have repeatedly manifested itself by" 
overt acts , refers to those diagnosed 
Personality disorders that involve 
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what is called, "acting out" 
behavior. These personality problems 
relate to poor social judgment, impul- 
sivity, and disregard or ntagonism 
toward authority, esoecially rules and 
reflations. History of longstanding 
behavioral problems, whether major 
(criminal), or relatively mirror 
(truancy, military misbehavior, petty 
criminal and civil indiscretions, and 
social instability), is necessary for 
a diagnosis. Certainly, drivinq 
infractions and previous failures to 
follow aviation regulations are prime 
examples of these acts. 

7. The category of psycho- 
sis includes the schizophrenias and 
th? manic depressive illnesses along 
with some other rarer conditions. 
Since these invariably lead to hospi- 
talization and severe disruption of 
life patterns, any such indications 
from the history form will be help- 
ful. Any indication of grossly 
unusual or bizarre behavior on exami- 
nation is noteworthy. 

3. Alcoholism is a condi- 
tion where the loss of control over 
alcohol consumption is accompanied by 
various deleterious effects on physi- 
cal health as well as personal or 
social functioning. One of the pri- 
mary deleterious effects of alcoholism 
is in the area of safety, both per- 
sonal and Public. There are many 
other strong indicators of the 
presence of alcoholism in the history 
and physical examination. A history 
of treatment for alcohol -re J ated prob- 
lems, a history of arrests, including 
charqes of driving under the influence 
of alcohol end a history of vocational 
and marital disruption related to 
alcohol consumption are important 
indicptors. Alcohol on the breath at 
the time of routine physical examina- 
tion should arouse a high index of 
suspicion. Consumption of alcohol 
sufficient to cause liver damage is an 
indication of the presence of 
alec, olism. 



4. Drug dependence refers 
to the use of drugs of dependence 
which include sedative tranouilizers 
and soporifics, narcotic druos, and 
amphetamines. (The use of hallucino- 
gens is not considered under this 
category.) A history of dependence is 
difficult to demonstrate without 
documentary evidence, usually found 
through followup of information in the 
history. 

C. Nonmandatorw Denials 

with respect to findings by the 
Federal Air Surgeon of personality 
disorders, neuroses, and mental condi- 
tions that make an applicant unable to 
safely perform the duties of an air- 
, we are concerned with conditions 
limited duration and/or widely 
varying severities. Under this non- 
mandatory denial category we are con- 
cerned with significant depressive 
episodes re Qui ring treatment, even if 
only outpatient therapy. If severe 
enough to cause some disruption of 
vocational or educational activity, if 
reauiring medication or if involving 
suicidal ideation, these episodes are 
disoualifying. 

Though they may be rare in occurrence, 
severe neurotic problems, especially 
severe anxiety and phobias associated 
with some aspect of flying are con- 
sidered significant. 

Orqanic brain diseases, even when con- 
sidered as nonpsychotic in nature, are 
considered disoualifying whether they 
are due to tramm, toxic exposure, or 
arteriosclerotic or other degenerative 
changes. The use of any psychotropic 
rirugs may be considered disoualifying 
if they are taken regularly, or, as in 
the case of some hallucinogens, the 
use is associated with long-term 
recurrent effects. This includes all 
sedative, major tranouilizers, and 
antidepressant drugs. The use of 
lithium and homeopathic doses of some 
antidepressants taken prophylactically 
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may be considered fcy the FAA to be 
safe under certain circumstances, if 
the underlying condition is not dis- 
qualifying. The Examiner should not 
issue a certificate in those circum- 
stances but shoulo defer issuance and 
forward the medical records to the 
Aeromedical Certification Br&iTch, 
AAC-130. 

Some personality disorders and situa- 
tional reactions may be considered 
temporarily disqualifying. These 
include such conditions as gross 
immaturity in a young applicant, and 
personality disorders without overt 
acts. 

ITEM 48. GENERAL SYSTEMIC 
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I. FEDERAL AVIATION REGULATIONS 

A. All Classes : FAR 67.13, 
.15, and .17 (f)(2). 

***Nu other organic func- 
tional or structural defect, disease, 
or limitation thnt the Federal Air 
Surgeon finds — 

Makes the applicant 
unable to safe'y perform the duties or 
exercise the privileges of the airman 
certificate that he holds or for which 
he is applying; 0 r 

May reasonably be 
expected, within 2 years after the 
finding, to make him unable to perform 
those duties or exercise tho',e 
privileges; 

f.nd the findings are based on the case 
history and appropriate, qualified, 



medical judgment relating to the con- 
dition involved. 

II. EXAMINATION PROCEDURES 

A, Equipment 

No special equipment is required. 

B. Examination Techniques 

While no special procedures are recom- 
mended for Item 48, this last item of 
the section requiring the physician's 
personal attention should be a con- 
venient reminder to perform an over- 
view ir general systemic appraisal of 
all positive or abnormal findings. 
Additional medical hi story may be 
indicated by these findings. Value 
judgments should be made for each 
finding as to its significance to per* 
form a nee decrement and aviation safety. 

III. DISPOSITION 

The following findings are disquali- 
fying for Examiner issuance of a medi- 
cal certificate. Further considera- 
tion may be obtained by written 
appeal. Other general rystemic condi- 
tions may also disqualify. 

A. Item 48 - General Systemic 

1. Body build : any con- 
genital or acquired defect which would 
adversely affect flying safely or 
endanger the individual's well-being 
if permitted to fly. 

Note - height and weight recorded by 
the applicant must be checked by the 
Examiner in the course of the 
examination. 

While obesity in itself is not dis- 
qualifying, related conditions or 
diseases may be. 

2. Allergies : mild 
seasonal allergies are not disquali- 
fying but federal regulations require 
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that the applicant not fly during 
those times when symptoms are acute or 
medications aie required. 

Oensensitizption injections are not 
disqualifying if the applicant is 
otherwise qualified and is 
experiencing no residual symptoms or 
ad v erse reactions. For example, a 
pilot with allergic rhinitis who is 
experiencing only local reactions from 
densensitization and who requires no 
antihistamines or decongestant medica- 
tion could be issued a medical cer- 
tificate of any class if he/she is 
otherwise quel i f ied and any residual 
symptoms of the allergy (i.e. , nasal 
stuffiness) are transitory and mild. 
The Examiner should record in Item 61 
of the application the period and 
duration of any allergic symptoms. 



until completely eradicated. Surgery 
for cancer is not disqualifying 
oer se, unless a radical procedure is 
required that results in significant 
loss in functions or processes neces- 
sary to aviation safety. 

when sufficient time has elapsed for 
recovery from the adverse effects of 
the eradication procedure, the appli- 
cant may receive consideration by the 
FAA upon written request. A report 
from the treating pn/sician should be 
submitted along with all medical and 
surqical records. When found quali- 
fied, the FAA will issue a medical 
certificate. FoZlowup reports may be 
required at specified intervals 
depending upon the site of the malig- 
nancy, post-operative progress, prog- 
nosis, metastases, lapse of time since 
suroery or related symptoms, use of 
medication, and ether pertinent his- 
torical data. 



3. 



Malignancies disqualify 
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CHAPTER 4 



Examination Technioues A Criteria for Qualification 
Items 49-64 of FAA Form 8500-8 



This chapter provides guidance for completion of items 49-64 of the Applica- 
tion foi Airman Medical Certificate or Airman Medical Student Pilot Certifi- 
cate, "tie conduct of the examl nations reouired for the completion of items 
49-60 may be delegated to a Qualified physician's assistant, nurse, aide, or 
laboratory assistant. Regardless of who perfoms the tests, the Examiner is 
responsible for the accuracy of the findings. This responsibility may not be 
rede legated. 

After all routine evaluations and tests aje completed, the Examiner should 
make a complete review of the FAA Form 6500-6 (front and back). If complete 
and accurate, final comments shojld be added, Qualification decision 
statements should be made, and the Examiner should sign the declaration. The 
front of the FAA Form 8500-3 is to be in the handwriting of end signed by the 
applicant. The reverse is to be signed by the Examiner. The reverse side of 
the form to be sent to the FAA should be typed so that the data may be easily 
converted for computer processing end to avoid problems in Interpreting 
handwriting. 



ITEM 49. Hearing 
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B. Second-Class : FAR 67.15 

•"Ability to hear the whis- 
pered voice at 6 feet rith each ear 
separately. 

C. Third-Class : FAR 67.17 

•••Ability to hear the whis- 
pered voice at 3 feet. 



I. FEOERAL AVIATION REGULATIONS 

A. First-Class : FAR 67.13 

•••Ability to: 

•••Hear the whispered 
voice at a distance of at least 20 
feet with each ear separately; or 

•••Demonstrate a hearing 
scuity of at least 50% of normal in 
each ear throughout the effective 
speech and radio range as shown by a 
standard audiometer. 



II. EXAMINATION PROCEDURE S 

A. Whisp er ed voice 

For first-clasb certification, the 
applicant must be stationed 20 ff' 
from the Examiner with the ear rx_ j 
tested turned toward the Examiner. 
The other ear is covered. Using the 
brea'-h wnich remains after a normal 
expiration, the Examiner whispers 
words or random numbers such as 66, 
18, 23, etc. lhe Examiner should rot 
use only sibilants (S-sounding test 
materials). The distance-, in feet, at 
which the applicant is able to repeat 
correctly the test numbers or words is 
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noted and recorded on FAA Form 
8500-8. For second- and third-class 
certification, the same procedure is 
usea except that the second-class 
applicant shall be examined at a dis- 
tance of 8 feet and a third-class 
applicant at 3 feet. 



Table I 
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The opposite ear is tested in the same 
manner. A third-class applicant who 
can hear the whispered voice test 
material at 3 feet with ei ther ear io 
Qualified in respect to hearing. 



B. Audiometric 

1. St andard 

An applicant for' first-class certifi- 
cation may oe examined by either the 
whispered voice test or by audio- 
metry. The FAR reouirements expressed 
as audiometric standards, (Interna- 
tional Standards Organization (ISO) 
calibration) are as follows: 

Table II 

CLASS/EAR 500 1,000 2,000Hz 

1 EITHER 40 35 35 

If the first-class applicant fails the 
whispered voice test, the audiometric 
test should be administered. If the 
applicant fails the audiometric test 
and the whispered voice test had not 
been administered, that test should be 
performed to determine if the standard 
applicable to that test can be met. 
For second- and third-class certifica- 
tion, the FAR does not provide for 
audiometric testing. Therefore, the 



whispered voice test must be conducted 
to determine whether the applicant is 
Qualified. Audiometry may be per- 
formed as a service to the applicant, 
but may not be used as a criterion for 
Qualification. 

2. Eouipment 

a. Approval . The FAA 
does not approve or designate specific 
audiometric eouipment for t"« by 
Examiners. Eouii>ment used for FAA 
testing must accurately and reliably 
covei the necessary freouencies (500, 
1,000, and 2,000 HZ) and have adeouate 
step features. 

Since every audiometer manufactured in 
the USA for screening and diagnostic 
purposes is built to meet appropriate 
standards, most audiometers should be 
a cceptgble as long as they are main- 
tained in proper calibration and used 
in an aoeouately ouiet place. 

b. Calibration , It is 
critical that any audiometer be 
periodically calibrated to assure its 
continued accuracy. Annual calibra- 
tion is recommended. Also recommended 
is the further safeguard of an occa- 
sional audiogram on a "known" subject 
or staff member between calibrations 
and especially at any time that a test 
result unexpectedly varies signifi- 
cant ly from those hear! ng 1 evels 
clinically expected. This provides an 
approximate "at threshold" calibration. 

c. ASA /ISO , Older 
fc'jdiometers were often calibrated to 
n-eet the standards specified by the 
USA Standards Institute (USASI), 
formerly the American Standards Asso- 
ciation (ASA). These standards were 
based upon a U.S. Public Health 
Service survey. Newer audiometers are 
calibrated so that the zero hearing 
threshold level is now based upon 
laboratory measurements rather than 
the survey. These mc*,3urements led to 
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the 1964 International Standards 
Organization (ISO) specifications. 
Audiometers built to this standard 
have calipers or dials that read In 
ISO values. For these reasons It Is 
very Important for every audiogram 
submitted (or values reported under 
Item 49 on FAA Form 8500-8) to have a 
note indicating whether it Is ASA or 
ISO . Only then can the FAA standards 
be appropriately applied. 

ASA or USASI values can be converted 
to ISO by adding corrections as 
follows: 

Freouency (HZ) - 500, 1,000, 2,000 
Decibels Added - 14 10 8.5 

III. DISPOSITION 

A. Special Issuances 

Applicants who do not meet the audi- 
tory standards may be found eligible 
for a special issuance and a Statement 
of Demonstrated Ability. Applicants 
seeking a special Issuance must make 
the reouest in writing to the Aero- 
medical Certification Branch, 
AAC-130. A determination of Qualifi- 
cations will be made on the basis of a 
special medical examination, a medical 
flight test, or operational experience. 

1. unilateral Deafness 

in congenital or acouired cotTplete 
unilateral deafness, an applicant may 
be considered for special Issuance, 
particularly if there is good hearing 
in the remaining ear. These indi- 
viduals may be ehlc to demonstrate 
their ability to operate in the system 
safely with a minimum of restrictions 
or limitations. 

NOTE : Third-class applicants need 
only hear with one ear in order to 
meet the standard. 



2. Bilateral Deafness 

It is possible for a totally deaf 
person to Qualify for a private pilot 
certificate. On initial application 
for medical certification, if the 
applicant is otherwise Qualified, the 
Aeromedical Certification Branch, 
AAC-130, nay issue a combination 
medical/student pilot certificate with 
the limitation < "Valid for Student 
Pilot Purposes Only" as well as the 
limitation "Not Valid for Control 
Zones or Areas Where Radio Communica- 
tion Is Reouired." This will enable 
the applicant to proceed with training 
to the point of his* her private pilot 
check ride. 

When the student pilot's instructor 
confirms the student's eligibility for 
a private pilot checkrlde, the appli- 
cant should submit a written reouest 
to the Aeromedical Certification 
Branch, AAC-130, for an authorization 
for a medical flight test. This test 
will be given In conjunction with the 
checkrlde by an FAA Inspector. Upon 
successful completion of the test, a 
third-class medical certificate and 
Statement of Demonstrated Ability will 
be Issued, pilot activities will be 
restricted to areas where radio 
communication Is not required. 

3. Hearing Aids 

Under nome circumstances, the use of 
hearing aids may be acceptable. The 
applicant will be reouired to Qualify 
for a Statertent of Demonstrated 
Ability. In examining an applicant 
previously "walvered," the Examiner 
should persona 1 ly review the Statement 
of Demons t rat eu or other docu- 

ments that spc the extent of 

hearing loss prev cleared by the 

FAA. 
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Some pilots who normally wear hearing 
aids to assist In communicating while 
on the ground report that they elect 
not to wear them while flying. They 
prefer to use the volume amplification 
of the radio headphone. Some use the 
headphone on one ear for radio commu- 
nication and the hearing aid in the 
other ear for cockpit communications. 

4. Stapedectomy 

A history of stapedectomy is not 
necessarily dlsQuallfylng for medical 
certification. Each case is evaluated 
by the FAA on an individual oasis 
following review of the otologist ' s 
report of surgery. The type of pros- 
thesis used, the applicant ' s adapta- 
bility and progress following surgery, 
and the extent o f hearing acuity 
attained are all major factors to be 
considered. The Examiner is asked to 
defer issuance to an applicant pre- 
senting a history of stapedectomy for 
the first time, sending the completed 
Report of Medical Examination, with 
all available supplementary informa- 
tion, to the Chief, Aeromedlcal Cer- 
tification Branch, AAC-130. 

ITEM 50. Distant Vision 



SO DISTANT VSION lStv*dmr4 Utt typn oniyt 


WGMT EYE 


20/ COWCTEO TO 20/ 


LEFT EYE 


20/ CORKfCTEO TO 20/ 


■CTM EYES 


20/ CONNECTED TO 20/ 



I. FEDERAL AVIATION REGULATIONS 

A. First- and Second-Class ; FAR 
67.13, .15(b)(1) 

•♦♦Distant visual acuity of 
20/20 or better in each eye sepa- 
rately, without correction; or of at 
least 20/100 in each eye separately 
corrected to 20/20 or better with 
corrective lenses (glasses or contact 



lenses) In which case the appl icant 
may be Qualified only on the condition 
that he wears those corrective lenses 
while exercising the privileges of 
his/her airman certificate. 

B. Thlrd-Class ; FAR 67.17(b)(1) 

Distant visual acuity of 20/50 or 
better In each eye separately, without 
correction; or if the vision in either 
or both eyes is poorer than 20/50 and 
is corrected to 20/30 or better in 
each eye with corrective lenses 
(glasses or contact lenses), the 
applicant may be Qualified on the con- 
dition that he/she wears those correc- 
tive lenses while exercising the 
privileges of his/her airman certifi- 
cate. 

II. EXAMINATION PROCEDURES 

A. Equipment 

1. Snellen 20-foot eye 

chart. 

2 . Acceptable substitutes : 
Projector with screen; Keystone Ortho- 
scope; Bausch * Lomb Orthorator; ACC 
Site-Screener; Tltmus Optical vision 
Tester; Keystone Teleblnoculsr. 

B. Examination Techniques 

1. Each eye will be tested 
separately, and both eyes together. 

2. Snellen eye charts may 
be used as follows: 

a. The Snellen chart 
should be illuminated by a 100-watt 
incandescent lamp placed 4 feet in 
front of and slightly above the chart. 

b. The chart or screen 
is placed 20 feet from the eyes of the 
applicant and the 20/20 line is placed 
5 feet, 4 Inches above the floor. 
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c A metal, opaque 
plastic, or cardboard occluder should 
be used to cover the eye not being 
examined. 

d. The examining room 
should be darkened with the exception 
of the illumineted chart or screen. 

e. If corrective lenses 
are worn, the uncorrected acuity 
should be determined first, followed 
by a determination of acuity with 
lenses in place. If contact lenses 
are worn, see the recommendations in 
paragraph H of this item. 

f. Common errors: 

Failure to shield 
the applicant's eyes from extraneous 
light. 

Permitting the 
applicant to view the chart with both 
eyes. 

Failure to observe 
the applicant's face to detect 
squinting. 

Incorrect sizing of 
projected chart letters for a 20-root 
distance. 



Failure to focus the 

projector sharply. 

Failure to obtain 
the corrected acuity when the appli- 
cant wears glasses. 

Failure to note and 
to require the removal of contact 
lenses. 

3. Directions furnished by 
the manufacturer or distributor will 
be followed when using substitute 
devices for the above testing. 



III. DISPOSITION 

A. when correcting lenses are 
required to meet the standards, an 
appropriate limitation will be placed 
on the medical certificate. For 
example , when lenses are needed for 
distant vision only: 

"Holder shall wear cor re c- 
t ing lenses whi le exerc i sing the 
privileges of his/her airman certifi- 
cate. " 

For combined defective distant and 
near visual acuity, the appropriation 
limitation is: 

"Holder shall wear lenses 
that correct for distant vision and 
possess glasses that correct for near 
vision while exercising the privileges 
of his/her airman certificate." See 
also Item 51, Near Vision. 

B. Applicants who fail to meet 
these standards and have no Statement 
or Demonstrated Ability ("waiver") 
that covers the extent of visual 
acuity def ec t found on examinat ion, 
may obtain further consideration by 
the FAA for certification by submit- 
ting a report of an eye evaluation. 
The Examiner can help to expedite the 
review procedure by attaching to the 
application form (FAA Fori 8500-8) a 
copy of FAA Form 8500-7, Report of Eye 
Evaluation, after its completion by an 
eye specialist. If submission of the 
examination report (FAA Form 8500-8) 
to Oklahoma City will be delayed or 
14 days or more in order to attach the 
Report or Eye Evaluation, it is recom- 
mended that the two forms be mailed to 
the FAA separately. 

C. FAA Form 8500-7, Report of 
Eye Evaluation is not stocked by 
physicians other than Aviation Medical 
Examiners. The form is for special 
use, and is not routinely required for 
applicants. Applicants with visual 
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acuity problems may be referred to 
either an optometrist or ophthalmolo- 
gist. Applicants with eye disease 
should be referred only to an ophthal- 
mologist (e.g., glaucoma). 

0. Amblyopi a 

In amblyopia sx anopsia, there is a 
decrease in visual acuity of one eye 
in the absence of organic eye disease, 
usually due to strabismus or anisome- 
tropia in childhood. In ai.iblyopia ex 
anopsia the visual acuity loss is 
simply recorded under I tun 50 of the 
FAA Form {.500-8, and virual standards 
are applied as usual. Where the stan- 
dards are not met, a Report of Eye 
Evaluation, FAA Form 8500-7, slxwld be 
submitted with the Report of FAA Medi- 
cal Examination. 

E. Aphakia 

Since there Is no limit fo~ the uncor- 
rected vision of a third-class appli- 
cant, the Examiner may issue a medical 
certificate to an aphakic third-class 
applicant, if: 

1. Fully recovered post- 
operatively and stable. 

2. T'nere is no other 
pathology of the eye. 

3. The visual standard of 
20/30 is achieved in the aphakic 
eye(s) with use of corrective contact 
lens(es), and near vision corrects 
adequately with spectacles. 

First- and second-class applicants who 
have had cataract 'surgery should be 
deferred issuance of a certificate and 
all reports submitted to Oklahoma City 
for further consideration. 

F. Contact Lenses 

Experience has indicated no signifi- 
cant risk to aviation safety in uhe 



u«e of contact lenses for distant 
vision correction. A: a consequence, 
o special evaluation is routinely 
required before use is authorized and 
no Statement of Demonstrated Ability 
("waiver") is required or issued to 
the contact lens wearer who has no 
complications. However. contact 
lenses that correct near visual acuity 
onjy or that are bifocal are generally 
not considered acceptable for aviation 
duties. 

Careful ^valuation of the eye by the 
Examiner continues to be of major 
importance. Issuance should br 
deferred if the Examiner finds evi- 
dence of lens irritation or a tinted 
lens that causes significant diminu- 
tion of transmitted light. It is 
recommended that t*e Examiner's recep- 
tionist ask new a; icants if they us* 
contact lenses and, if so, to advise 
them to remove the lens for 24 hours 
before appearing for examination if at 
all possible. This procedure serves 
to overcome the difficulty in deter- 
mining uncorrected visua) acuity that 
would have been altered by corneal 
molding from wearing cf the contact 
lenses. When there has been a recent 
examination by an eye specialist, the 
Examiner may wish to contact that 
specialist for pertinent information. 
The Examiner shoulo indicate on the 
report of FAA physical examination 
(FAA form 8500-8) he . the uncorrected 
distant visual acuity value' were 
obtained, and the length of time lapse 
between removal of the lenses ano 
testing. 

G. Moncxtlarlty 

Detailed procedures have long existed 
to allow the one-eyed pilot to demon- 
strate his/her ability to compensate 
for the loss and to pi -a airman 
duties wit.,jut threat to aviation 
safety. The Examiner may not issue a 
medical certificate of any class to a 
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monocular applicant unless he/she pre- 
sents written evidence of prior clear- 
ance by the FAA for the monocularity. 
The Examiner may assist the applicant 
in the initial steps toward obtaining 
such clearance by submitting a Report 
of Eye Examination, FAA Form 8500-7, 
along with the application, FAA Form 
8500-8, and any other available infor- 
mation from the applicant's treating 
ophthalmologist. An airman is con- 
sidered to have monocular vision if 
the best corrected central visual 
acuity in an eye is 20/200 or worse. 

If the loss of the eye occurred within 
the past 6 months , the applicant with 
monocular vision should be advised to 
postpone his/her efforts to Qualify 
for medical certification. A waiting 
period of at lea st 6 months is recom- 
mended to assure stability and to per- 
mit an adeouate adjustment period for 
developing the ability to compensate 
for monocular vision. (See Depth 
Perception, paragraph G of Item 55.) 

Depending upon the vi ^ acuJl' of 
the good eye (uncorrected distant 
visual acuity must not be worse then 
20/200 and refractive error should not 
be greater than $3.5 diopters, spheri- 
cal equivalent), the applicant who is 
otherwise Qualified may be issued a 
medical certificate by the FAA with a 
limitation "Valid for Student Pilot 
Purposes Only." When the applicant 
meets the flight experience reouire- 
ments for the pilot certificate, a 
medical flinht test will be authorized 
by the FAJ*. This test may be con- 
ducted along -'th the regular flight 
check for a pilot's license. When the 
student's instructor believes t^at 
he/she is about ready for testing, the 
student should reouest, in - writing, 
the authorization for the flight test 
from the Aeromedical Certification 
Branch, AAC-130. The student should 
indicate the General Aviation District 
Office he/she wishes to use (may be an 
Air Carrier District Office for first- 
class applicants). 
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If the applicant is anle to demon- 
strate adeouate compensation .for 
monocularity, a Statement of Demon- 
strated Ability ("waiver") and the 
appropriate medical certificate will 
be issued without the student pilot 
limitation. 

The one-eyed pilot is not restricted 
to private pilot status, with flight 
experience the airman may Qualify for 
additional pilot certificates and 
ratings. Appropriate medical fUght 
tests may be given, usually in con- 
Junction with the corresponding check- 
ride. 

H. Nystagmus 

Nystagmus of recent onset is cause to 
deny or defer certificate issuance. 
Any recent neurological or other 
evaluations available to the Examiner 
should be submitted to Oklahoma City 
along with the Report of FAA Medical 
Examination, FAA Form 8500-6. Where 
nystagmus has been present for a 
number of years and has not recently 
worsened, it is usually necessary to 
consider only the impact that the 
nystagmus has upon visual acuity. The 
Examiner should be aware of how 
nystagmus may be aggravated by the 
forces of acceleration commonly 
encountered in aviation and by poor 
illumination. The addition of related 
history on FAA Form 8500-8, Item 60, 
is most helpful to the Aeromedical 
Certification Branch, AAC-130. 

I. S„ glasses 

Airmen should be encouraged to use 
sunglasses in bright daylight but must 
also be cautioned that, under condi- 
tions of low illumination, they may 
compromise vision. Sunglasses are not 
acceptable as the only means of cor- 
rection to meet visual standards, but 
may be used for backup purposes 1 f 
they provide the necessary correction. 
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3. Intraocular Lens Implants 

Lens Implants are cause for the Exami- 
ner to deny or defer medical certifi- 
cate issuance unless the applicant has 
a Statement of Demonstrated Ability 
("waiver") or other written evidence 
that he/she has been cleared by the 
FAA. 

An applicant with an implant not pre- 
viously reported may be considered by 
Oklahoma City for possible issuance 
upon receipt of the results of a com- 
plete ophthalmoloaical evaluation. 

ITEM 51. Near Vision 



51 NEAR VSON (Um tmmr mktni 
201 CORRECTED TO 2D/ 
20' CORRECTED TO 20' 
2D/ CORRECTED TO 2D/ 



I. FEDERAL AVIATION REGULATIONS 

A. Flist-Class ; FAR 67.13(b)(2) 

♦♦♦Neai vision of at least 
v=1.00 at 18 inches with each eye 
separately, with or without corrective 
glasses. 

B. Second-Class : FAR 67.15(b)(2) 

♦♦•Enough accommodation to 
pass a test prescribed by the Adminis- 
trator based primarily on ability to 
read official aeronautical maps. 

C. Thlrd-Class : FAR 67.17(b)(2) 
♦♦♦No serious pathology of 

the eye. 

II. EXAMINATION FROCEDURES 

A. Equipment 

1. FAA Form 8500-1, Near 
Vision Acuity Test Card. 



2. Acceptable substitutes: 

Keystone Orthoscope 
AOC Site-Screener 
Bausch A Lomb Orthorator 
Titmus Optical Vision 

Tester 

Keystone Telebinocular 
B. Examination Techniques 

1. Near visual acuity is 
determined for each eye separately and 
for both eyes together. Test values 
are recorded both with and wJ thout 
correcting glasses when glasses are 
worn or required to meet the stan- 
dards. Bifocal contact lenses or 
contact lenses that correct for near 
visual acuity only are not considered 
acceptable. 

2. FAA Form 8500- 1, Near 
Vision Acuity Test Card should be used 
as follows: 

a. The examination is 
conducted in a well-lighted room with 
the source of light behind the appli- 
cant. 

b. The applicant holds 
the card 16 inches from the eyes in 
such a pos'Mon as to provide uniform 
illumination. To assure the card is 
held at exactly 16 inches from the 
eyes, it is suggested that a string of 
that length be attached to the card. 
The print size of the FAA test card, 
held at 16 inches, provides an equiva- 
lent test to that prescribed for 
first-class applicants at 18 inches in 
FAR 67.13(b)(2). 

c. Each eye is tested 
separately, with the otner eye 
covered. Both eyes are then tested 
together. 

d. The smallest type 
correctly read with each eye sepa- 
rately a'xJ both eyes together is 
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recorded In linear value. In per- 
forming the JSt using FAA Form 
8500-1, the level of visual acuity 
will be recorded as the line of 
smallest type the applicant reads most 
accurately . The appl leant shou Id be 
b 11 owed no more than two misread 
letters on any line. 

e. Common errors: 

(1) Inadeouate 
illumination of the test card. 

(2) Failure to hrld 
card specified distance from the eye. 

(3) Failure of the 
Examiner to assure that the untested 
eye is covered. 

(4) Failure to 
determine uncorrected and corrected 
acuity when the applicant wears 
glosses. 

f. Practical Test. At 
the bottom of FAA Form 8500-1 there is 
a section for Aeronautical Chart 
Reading, utter types and charts are 
reproduced from aeronautical charts in 
thrir actual size. This may be uti- 
lized whe* a borderline condition 
exists at t*»e certifiable limits of an 
applicant's vision. If successful!" 
completed, a favorable ce.tifica* ion 
action nay be taken. 

3. Acceptable substitute 
instruments may be used, following the 
dl /ections accompanying the instru- 
ments. 

III. DISPOSITION 

A. Equivalent Standards 

1. First- and second-class 
certification: applicant mu*t demon- 
strate at least 20/40 with eai^ eye 
separately, with or without correction. 



2. fM.rd-class: applicant 

musl demonstrate at least 20/60 with 

each eye separately with or without 
correction. 

B. Lenses and Limitations 

When correcting glasses are re Qui red 
to meet the near vision standards, an 
appropriate limitation will be placed 
on the medical certificate. Contact 
lenses that correct only for near 
vl sua 1 acul ty are not conslde red 
acceptable for aviation duties. 

In a borderline situation such as a 
third-class applicant with 20/60 near 
vision, corrected to 20/20 with re- 
script ion glasses already in hand, it 
is recommended that the Examiner enter 
the limitation for near vision correc- 
tive glasses on the medical certifi- 
cate. *f the uncorrected near vision 
is worse than 20/60, then the third- 
class applicant must have glasses that 
correct to at least 20/60 and the near 
vision limitation must appear on the 
certificate. 

For all closes, the appropriate 
wording for the near vision limitation 
is "Holder shall possess correcting 
glasses for near vision while exer- 
cising the privileges of his/her air- 
man certificate. " Possession only is 
reoulred since It would be hazardous 
to have distant vision obscureo by the 
continuous wearing of reodlng glasses. 

For combined defective distant and 
near visual acuity, the appropriate 
limitation is: 

"Holder shall wear lenses that correct 
for distant vision and possess glasses 
tha* correct for near vision while 
exercising the privileges of Ms/ her 
airman certificate." 
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ITEM 52. Intraocular iension 



52 INTRAOCULAR TENSION <r— - 
ft Atr Tm/Hc Camtrul S, 



Thr Examiner shcxild deny or defer 
issuance of a medical certificate to 
an applicant for any class certificate 
who is found to have an elevated 
intraocular pressure or who presents 
with a history of glaucoma. 

B. Special Issuance 



I. FEDERAL AVIAT I ON REPULSIONS 

A. First-Class : F«? 67.13(b)(5) 

***No acute or chronic 
pathological condition of either eye 
or adenexae that might interfere with 
its proper function, might progress to 
that degree, or might be aggravated oy 
flying. 

B. Second-Class : FAR 67.15(b)(4) 
***No pathology of the eye. 

C. Third-Class : FAR 67.17(b)(2) 
***No serious pathology of 

the eye. 

II. EXAMINATION ffiOCEDURES 

The digital method for assessing 
intraocular tension is recognized as 
being Inaccurate. Because of 
increased ocular disease incidence, it 
is recommended that applicants who are 
40 years of age or older be examined 
by tonometry. 

III. 0ISP0SITI0N 

A. If an intraocular tension of 
24 mm Hg is recordeo or if there is a 
difference of 5 mm Hg or greater 
between the two eyes, the applicant 
should be referred to an ophthalmolo- 
gist. FAA Form 8500-1 A, Ophthalmo- 
logical Evaluation for Glaucoma, 
should be provided for completion by 
the ophthalmologist. 



Special issuance by the FAA is made on 
an individual basis. Since secondary 
glaucoma is due to known pathology 
such as uveitis or trauma, eligibility 
must largely depend upon that 
pathology. Secondary glaucoma is 
often unilateral and if the cause or 
disfc^se process is no longer active 
and the other eye remains normal, cer- 
tification is likely. 

In primary glaucoma, those with closed 
angle, narrow angle, or angle closure 
are usually denied because of the pos- 
sibilities of unanticipated acute rise 
in pressure, severe pain, nausea, 
transitory loss of accommodative 
power, blurred vision, halos, 
epiphora, or iridoparesis. Central 
venous occlusion can occur with cata- 
strophic loss of vision. However, 
when surgery such as iridectomy or 
iridencleisis is performed satisfac- 
torily over 3 months prior to applica- 
tion, the likelihood of difficulties 
is considerably more remote and some 
of these individuals have been 
favorably considerpd. 

Tne applicant with unilateral or 
bilateral open angle glaucoma may be 
certified by t^-e FAA (with followup 
required) when a current ophthalmo- 
logics! report substantiates that 
pressures are under adequate control, 
there is little or no visual field 
loss or other complications, and the 
applicant tolerates small to moderate 
doses of allowable medications. A few 
applicants have been certified 
following demonstration of adequate 
control with oral medication 
(Oiamox). Neither the miotics or 
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mydriatics are medically disquali- 
fying. However, miotics such as 
pilocarpine do cause pupillary con* 
strict ion and could conceivably inter- 
fere with night vision, while the FAA 
no longer routinely prohibits these 
individuals from flying at night, it 
may be worthwhile for the Examiner to 
discuss this aspect of the use of 
miotics with applicants. Where con- 
siderable disturbance in night vision 
is documented, the FAA may limit the 
medical certificate: "NOT VALID FOR 
NIGHT FLYING." 

HEM 53. Color Vision 



is r oco* vuoh nr-t «/pfct*t «uiw« 



I. FEDERAL AVIATION REGULAT IONS 
y 1 

A. First-Class ; FAR 67.13(b)(3) 
•••Normal color vision. 

B. Second-Class ; FAR 67.15(b)(5) 

•••Ability to distinguish 
aviation signal red, aviation signal 
green, and white. 

C Thlrd-Class : FAR 67.17(b)(3) 

•••Ability to distinguish 
aviation signal red, aviation signal 
green, and white. 

II. EXAMINATION PROCEDURES 

A. Equipment 

1. Pseudoisochromatic 
plates. (Dvorine, 2nd edition; AOC, 
revised edit < on or AOC-hRR; Ishihara, 
16-, 7k- , or 38-place edition.) 



2. Acceptable substitutes: 

Eldridge-Green Color 
Perception Lantern 

Famsworth Lantern 
Keystone Orthoscope 
Keystone Telebinocular 
SAMCTT (School of Avia- 
tion Medicine Color Threshold Tester) 
Titmus Optical Vision 

Tester 

B. Techniques 



1. The plates to be demon- 
strated for each of the approved 
pseudoisochromatic tests are: 



test 


Edition 


plates 


AOC 


Revised 


1-18 


Dvorine 


ftid 


1-15 


Ishihara 


16-Plate 


1-8 


Ishihara 


24-Plate 


1-15 


Ishihara 


36-Plate 


1-21 


AOC-WR 




1-6* 


•If any error, 


show 12-14 





2. The following conditions 
should be assured when testing with 
pseudoisochromatic plates: 



a. Test book at 30 
inches from applicant. 

b. Illumination of 
plates by at least 20-foot candles. 
(If artificial light is used it must 
be "daylight," fluorescent, or 100- 
watt blue daylight bulb.) 

c. Three seconds 
allowed for applicant to interpret and 
respond to a given plate. 

3. Testing procedures for 
the Famsworth and Eldridge-Green 
lanterns and for the SAMCTT, Keystone, 
and T i tmus testers accompany the 
instruments. 

4. The test used and 
results (pass or fail) are recorded. 
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II . DISPOSITION 

An applicant is determined not to meet 
color vision standards if testing 
reveals: 

A. Class I 

1. Four or more errors in 
American Optical Company pseudoiso- 
chromatic plates (revised edition, 18 
plates) . 

2. Three or more errors in 
plates 1-15 of Dvorine pseudoisochro- 
matic plates (second edition, 15 
Plates). 

3. Two or more errors on 
Plates 1-8 of the 16-plate edition of 
Isnihara pseudoisochromatic plates. 
Three or more errors on plates 1-15 of 
the 24-plate edition of Ishihara 
pseudoisochror.atic plates. Four or 
more errors on plates 1-21 of the 
38-plate edition of Ishihara pseudo- 
isochromatic plates. 

4. Farnsworth Lantern 
test: an average of more than one 
error per series of nine color pairs. 

5. Score of 4« or less on 
SAMCTT (School of Aviation Medicine 
Color Threshold Tester). 

6. Any errors in plates 1-6 
of American Optical-HRR test (second 
edition, 20 Plates). 

7. Any errors, Tests A, 8, 
and C, of Eldridge-Green Color decep- 
tion Lantern. (See instruction book- 
let.) 

6. Any errors, six test 
plates of the Titmus vision Tester; 
any errors Keystone Orthoscope or 
Keystone Telebinocular. (See instruc- 
tion booklets.) 



B. Classes II and III 

1. Thirteen or more errors 
in American Optical Company pseudoiso- 
chromatic plates (revised edition, 18 
plates) . 

2. Twelve or more errors on 
plates 1-15 of Dvorine pseudoisochro- 
matic plates (second edition, 15 
plates). 

3. Tour or more errors on 
plates 1-8 of the 16-plate edition of 
Ishihara pseudoisochromatic plates. 
Seven or more errors on plates 1-15 of 
the 24-plate edition of Ishihara 
pseudoisochromatic plates. Nir« or 
more errors on plates 1-21 of the 
38-plate oseudoisochromatit. pitn.es. 

4. Farnsworth Lantern 
tost: An average of more than one 
error per series of nine color pairs. 

5. Score of 49 or less on 
SAMCTT (School of Aviation Medicine 
Color Threshold Tester). 

6. AG-hflR (second edition, 
20 plates); Any error in plates 12-14. 

7. Any error, Test A, 
Eldridge-Green Lantern. (See instruc- 
tion booklet. ) 

8. Any errors, Titmus 
Vision Tester or Keystone Orthoscope 
or Keystone T elebinocul8r. (S°e 
instruction booklets.) 

C. Certificate Limitation 

If an applicant fails to meet the 
color vision standard as interpreted 
above but is otherwise Qualified, a 
medical certificate may be issued 
bearing the limitation: "Not valid 
for night flying or by color signal 
control." 
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0. Special Issuance 

An applicant who holds a n«»dical cer- 
tificate bearing a color vision limi- 
tation may request re evaluation or 
special issuance. This should be in 
writing and may be directed to the 
Aeromedical Certification Branch, 
AAC-130. upon demonstration of 
aoility to perform the color vision 
tasks, a medical certificate without 
limitation is issued with a Statement 
of Demonstrated Ability (500A, 
"waiver"). 

Demonstration of ability to perform 
color vision tasks appropriate to the 
certificate applied for may entail a 
medical flic/it test or a signal light 
test. Where a signal light test or 
medical flight test is required, an 
authorization for the test will be 
provided by the FAA. The signal light 
test may be given at any time during 
flight training. The medical flight 
test is usually given in conjunction 
with the required flight test for a 
pilot certificate, when the pilot has 
accumulated the necessary flight 
experience. The medical flight test 
is most often required when an airman 
with borderline color vision wishes 
consideration for upgrading his/her 
certificate. 

E. x-Cnrom Lens 

This lens is not acceptable to the FAA 
as a means for correcting color 
deficiencies of pilots. 

F. Yarn Test 

Yarn tests are net acceptable methods 
of testing for the FAA medical cer- 
tificate. 



ITEM 54. Field of Vision 
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I. FEDERAL AVIATION REGULATIONS 

A. First-Class : FAR 67.13(by(4) 
Normal fields of vision. 

8. Second-Class : FAR 67.15(b)(3) 
Normal fields of vision. 

D. Third-Class : FAR 67.17(b)(2) 
No serious pathology of the eye. 
II. EXAMINATION PROCEDURES 
A. Equipment 

1. Fifty-inch square black 
matte surface wall target with center 
white fixation point; 2 mm white test 
objects on black-handled holder. 

2. Acceptable substitute: 
Standard perimeter. 

8. Techniques 

1. wall target 

a. Applicant will be 
seated 40 inches from the target. 

b. Place an occluder 
over the right eye. 

c. Instruct ar -Meant 
to keep left eye focused on . Ixa- 
tion point. 

d. Move the white test 
object from the outside border of the 
wall target toward tht point of fixa- 
tion on each of the eight 45 degree 
radials. 
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e. The result will be 
recorded cn a worksheet as the number 
of inches from the fixation point at 
which the white targe* is first 
identified by the applicant on each 
radial. 

f. Repeat the test with 
the ±eft eye occluded and the rignt 
eye focusing on the fixation point. 

2. Alternative Procedure 

A standard perimeter may be used in 
place of the above procedure, with 
this method, any significant deviation 
from normal field configuration will 
require evaluation by an ophthal- 
mologist. 

III. DISPOSITION 

A. Ophthalmoloqical 
Consultations 

If an applicant fails to identify the 
target in any presentation at a dis- 
tance of at least 23 inches from the 
fixation point, evaluation by an 
ophthalmologist must be requested. 
This is a requirement for all classes 
of certification. FAA Form 8500-14, 
Ophthalmological Evaluation for 
Glaucoma, should be provioed by the 
Examiner to the applicant for use by 
the - ophthalmologist if glaucoma is 
suspected. 

If the applicant refuses further 
equation, the Examiner should enter 
"abnormal" in Item 54 of FAA Form 
8500-8, defer issuance of the certifi- 
cate, and forward the application with 
an explanation to the Aeromedical Cer- 
tification Branch, AAC-130. 

B. Glaucoma 

Note any current use of medication 
(Item 15), medical history (Item 21), 
medical treatment (Item 22) , visual 
acuity loss (Items 50 and 51), and 
intraocular hypertension (Item 52) for 
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further evidence which may indicate 
the presence of glaucoma or other 
disorders which may be associated with 
a loss of visual fielo. The disposi- 
tion of those applicants with con- 
firmed or suspected glaucoma is given 
ir detail under Item 52, Intraocular 
Tension, of this chapter. 

ITEM 55. Heterophorla Diopters 
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I. FEDERAL AVIATION REGULATIONS 

A. first- and Second-Class : FAR 
67.13 and .15(b)(6) 

♦♦•Bifoveal fixation and 
vergence-phoria relationship suffi- 
cient to prevent a break in fusion 
under conditions that may reasonably 
occur in performing airman duties. 

rests for the factors named in this 
paragraph are not required except for 
applicants found to have more than one 
prism diopter of hyperphoria, six 
prism diopters of esophoria, or six 
prism diopters of exophoria. If these 
values are exceeded, the Federal Air 
Surgeon may require the applicant to 
be examined by a qualified eye 
specialist to determine if there is 
bifoveal fixation and adequate 
vergencephoria relationship. However, 
if the applicant is otherwise quali- 
fied, he/she is entitled to a medical 
certificate pending the results of the 
examination. 

C. Third -Class : 

♦♦♦No standards. 
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II. EXAMINATION PROCEDURES 
A. Equipment 

1. Re4 Maddox rod with 

harzle. 

2. Horizontal prism bar 
wit** graduated prisms beginning with 
one-prism diopter and increasing in 
power to at least eight-prism diopters. 

3. Acceptable substitutes: 
Maddox rod and Risley 



rotary prism 
vidual prisms 



Tester 



Maddox iod and indi- 

Keystone Orthoscope 
Bausch 4 lomb Orthorato T 
ADC Site-Screener 
Titmus Optical Visior 



Keystone Telebinocular 

B. Techniques 

Test procedures to be used accompany 
the instruments. If specific instruc- 
tions for use of the horizontal prism 
bar and red Maddox rod are required by 
the Examiner, these may be obtained 
from the Regional Flight Surgeon. 

III. DISPOSITION 
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certificate should oe deferred and the 
application forwarded to the Aeromedi- 
cal Certification Branch, AAC-130. If 
the applicant wishes further con- 
sideration, the Examiner can help 
expedite review by the FAA by pro- 
viding the applicant with a copy of 
FAA Form 8500-7, Report of Eye Evalua- 
tion. FAA Form 8500-8 may be held by 
the Examiner pending receipt of the 
eye report, Form 8500-7, if a delay of 
no more than 14 days Is expected. 
Otherwise, Form 8500-8 should be 
forwarded immediately to the Aeromedi- 
cal Certification Branch with a nota- 
tion that a specialty report will 
follow. 

B. First- and Second-Class 

fc .en the hete.jphorla standards are 
exceeded but there is 'to serious eye 
pathology and all other aspects of 
examination are favorable, the Exami- 
ner should not withhold the medical 
certificate. Rather, the applicant 
should be advised that the FAA may 
require further examination by a 
qualified eye specialist. 

C Olplopla 

Any applicant with a history of dip- 
lopia should be denied or deferred 
unless written evidence is provided 
that the FAA has previously considered 
the individual and determined that 
his/her special circumstance Is not 
adverse to flight safety. 

ITEM 56. Blood Pressure 



A. Third-Class 
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These applicants are not required to 
undergo heterophoria testing. How- 
ever, if there is strabismus or a 
history of diplopia, the issuance of a 
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A. First-Class : FAR 67.13(e)(4) 

•••Unless the adjusted maxi- 
mum readings apply, the applicant's 
reclining blood pressure may not be 
more than the maximum reading for 
his/her age group in the following 
table: 
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B. Second- and Third-Class: 
Sections 67.15(f)(2) and 
67.17(f)(2) 

•••No other organic, func- 
tional, or structural disease, defect, 
or limitation that the Federal Air 
Surgeon finds — 

Makes the applicant 
unable to safely perform the duties or 
exercise the privileges of the airman 
certificate that he no Ids or for which 
he is applying; or 

May reasonably be 
expected within 2 years after the 
finding, to make him unable to perform 
those duties or exercise those privi- 
leges; 

and the findings are based on the case 
history and appropriate, qualified, 
medical judgment relating to the con- 
dition involved. 



Measurement of blood pressure is an 
essential part of the FAA medical cer- 
tifiration examination. Minimal stan- 
dards have long been established for 
second- and thirtf-class applicants at 
170 mm mercury systolic and 100 mm 
mercury diastolic maximum pressure. 
These are resting values and it is 
presumed that the applicant has not 
taken any antinypertensive agents for 
at least 30 days. 

II. EXAMINATION PROCEDURES 

Blond pressure should be taken with 
the applicant in the seated position. 
Any conditions that may adversely 
affect the validity of the blood pres- 
sure reading should be noted. 

III. DISPOSITION 

A. Examining Options 

1 The applicant whose 
pressures are within the above limits, 
who have not used antihypertensives 
for 30 days, and who are otherwise 
qualified shall be issued a medical 
certificate by the Examiner. 

2. The applicant whose 
blood pressure is slightly elevated 
beyond the FAA specified limits, may, 
at the discretion of the Exa^ ^°r, 
have pressures repeated (a.m. an <! 
readings on 3 consecutive das s 
recommended). If the possibility of 
hypertension remains, even if mild or 
intermittent, certification should be 
deferred and the application mailed to 
the Aeromedical Certification Branch, 
AAC-130, with a note of explanation. 

3. The applicant whose 
pressure is within limits but who is 
on antihypertensive medication (or has 
taken it within the past 30 days) 
should be denied or deferred and 
reports forwarded to Oklahoma City. 
If the applicant was previously 
cleared by the FAA, the Examiner is 
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familiar witn the applicant's hyper- 
tensive history and there have been no 
adverse changes, the Examiner may 
issue the certificate, unless issuance 
has been reserved to the Aeromedical 
Certification Branch. 

4. All other applicants, 
such as those with abnormal pressures 
with or without use of antihyperten- 
sion agents, should be denied or 
deferred and the report sent to the 
Aeromedical Certification Branch. 



doses of approved beta-adrenergic 
blocking agents are also acceptable. 
Other antihypertensive medications are 
not permitted because of the likeli- 
hood for complications or side effects. 

ITEM 57. Pulse 
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8. Special issuance 

If an applicant desires further con- 
sideration by the FA A, a request 
should be made in writing. Upon 
review by the FAA of Form 8500-8, the 
applicant will be asked to provide a 
report of a cardiovascular evaluation. 

Available medical records indicating 
previous evaluations and treatment are 
essential on initial workup for t}« 
FAA. Also on initial review, a 
thorough current examination is 
required to rule out end organ 
disease . Spec i f icat ions for the 
cardiovascular evaluation will be pro- 
vided by the FAA. 

C. Followup Reports 

Followup reports required by the FAA 
may only consist of a statement or 
periodic report from the treating 
physician. However, applicants with 
high levels of hypertension or high 
risk factors may be requested by the 
FAA to submit an annual examination 
report, progress report, ECG, and 
other studies as individually indi- 
cated. 

D. Medication 

Oiuretics are permissable for control 
of hypertension if the special cardio- 
vascular evaluation required by the 
FAA reveals no end organ disease. Low 



The Federal Aviation Regulations do 
not specify pulse rates which, per se, 
are disqualifying for medical certifi- 
cation. These tests are necessary, 
however, to determine the status and 
responsiveness of the cardiovascular 
system. If abnormal, pulse rates may 
be reason to conduct additional 
evaluations of the cardiovascular 
system. 

II. EXAMINATION TOCE0URE5 

A. The initial or resting pult* 
rate is determined with the individual 
relaxed in a sitting position. 

B. The applicant is directed to 
hop 20 times on 1 foot within 20 
seconds. The Examiner may vary this, 
allowing for age, structural defects, 
or general physical condition. The 
alternative procedure and reason for 
its use should be reported on the 
application form (FAA Form 8500-8). 

C. The pulse rate will be taken 
immediately after exercise and again 
after 2 minutes of rest. 

0. Bradycardia of less than 50 
beats per minute, any episode of 
tachycardia during the course of the 
examination, and any other irregulari- 
ties of pulse other than an occasional 
ectopic beat or sinus arrhythmia must 
be noted and reported. 
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III. DISPOSITION 
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A. If the pulse rates exceed 
the maximum levels, if there is brady- 
cardia or tachycardia, or if there is 
a significant pulse irregularity, 
deferral of certification is required. 

B. A cardiac evaluation may be 
needed to determine the applicant's 
qualifications. Temporary stresses or 
fever may, at times, result in abnor- 
mal results from these tests. If the 
Examiner believes this to be the case, 
the applicant should be given a few 
days to recover and then be latested. 
If this is not possible, the plica- 
tion should be deferred, pending 
further evaluation. 

ITEM 58. Urinalysis 
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I. FEDERAL AVIATION REGULATIONS 

A. First-. Second-, and 
Thlrd-Class: rto 67.13, 
.15, and 7F (f) 

•••No established medical 
history or clinical di&Tiosis of 
diabetes mellitus that requires insu- 
lin or any other hypoglycemic drug for 
control; 



♦♦♦No other organic , func- 
tional, or structural disease, defect, 
or limi tation that the Federal Ai r 
Surgeon finds — 

Makes the applicant 
unable to safely perform the duties or 
exercise the privileges of the airman 
certificate that he holds or for which 
he is applying; or 

May reasonably be 
expected , wi thin 2 years after the 
finding, to make him Liable to perform 
tnose duties or exercise those privi- 
leges; 

and the findings are based on the case 
history and appropriate, qualified, 
medical Judgment relating to the con- 
dition involved. 

II. EXAMINATION PROCEDURES 

Any standard laboratory procedures are 
acceptable for these tests. 

III. DISPOSITION 

A. The urine test in itself is 
not a cause for de.iial. However, when 
an abnormality occurs, subsequent 
evaluations may lead to denial or 
deferral, depending upon the under- 
lying condition and/or need for treat- 
ment. For example, glycosuria or 
proteinuria is cause for deferral of 
medical certificate issuance until 
additional studies determine the 
status of the endocrine and/or urinary 
systems. 

8. Additional urinary tests may 
be requested by the Examiner when 
indicated by history or examination. 
These should be reported on FAA Form 
8500-8 or attached to the form as an 
addendum. 

C See also item 21 (Medical 
History) and Item 41 (GU System) for 
related information. 
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ITEM 59. ECG 
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I. FEDERAL AVIATION REGULATIONS 

A. First-Class : FAR 67.13(e), 
Cardiovascular 

***If the applicant has 
passed his 35th birthday but not his 
40th, he must, on the first examina- 
tion after his 35th birthday, show an 
absence of myocardial Infarction on 
electrocardiographic (ECG) examination. 

***If the applicant has 
passed his 4Dth birthday, he must 
annually show an absence of myocardial 
infarction on ECG examination. 

An electrocardiogram, made according 
to accpptable standaitls and techniques 
within the 90 days before an examina- 
tion for a first-class certificate, is 
accepted at the time of the physical 
examination as meeting the require- 
ments for the electrocardiogram. 

B. All Applicants 

Applicants for second- ana third-class 
certification are not routinely 
required to provide electrocardio- 
grams, when indicated by history or 
physical examination, however, any 
applicant may be required to submit an 
ECG under the provisions of FAR 67.31, 
Medical Records. 

II. EXAMINATION PROCEDURES 

A - Date 

The date of the most recent ECG shall 
be entered in Item 59 of FAA Form 
8500-8 for all first-class applicants. 



1. If a second- or third- 
class applicant rjives a history of 
having had ECG studies, a date may be 
entered in Item 59 if a specific date 
is known. More importantly, the 
Examiner should indicate on the FAA 
Form 8500-8 the history and its 
significance, if any. 

2. If a first-class ap:°*- 
cant is not required to have a 
periodic ECG with the present examina- 
tion, the date of the preceding ECG 
should be recorded in item 59. 

3. If a periodic ECG for a 
first-class applicant is due, the 
Examiner obtains a current tracing 
according to established procedures 
(see D below), attaches the original 
to the FAA Form 8500-8, and enters the 
date of the tracing in item 59. 
However, some applicants (such as 
airline transport pilots who are 
employed by air carriers with medical 
departments) may have their company 
send a current ECG directly to the 
FAA. The Examiner need not require 
such an applicant to undergo another 
ECG examination and if the applicant 
is otherwise qualified, a medical 
certificate may be issued. The 
Examiner should attach a statement to 
the FAA Form 8500-8 to verify that a 
tracing has been sent from another 
source. The date of that ECG should 
be entered in Item 59. 

4. If no statement is pro- 
vided by the applicant, and he/she 
refuses to have a current ECG sub- 
mitted by the Examiner, the Examiner 
should defer issuance of the medical 
certificate. When an ECG is due but 
not submitted, the applicant's eligi- 
bility for medical certification will 
not be affirmed by the FAA until the 
requested tracing has been received 
and interpreted as being within normal 
limits. Failure to respond to FAA 
requests for a requi red current ECG 
will result in denial of certification. 
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B. Currency 

1. In order to r?«et regula- 
te jry requirements, the periodic ECG 
for a first-class applicant must have 
been made within 90 days prior to trie 
date of the first-class application 
(FAA Form 8500-8). Currency of all 
periodic ECGs is verified by the Aero- 
medical Certification Branch, AAC-130. 

2. There is no provision 
for issuance of a first-class medical 
certificate based upon a promise that 
an electrocardiog. m will be obtained 
at a future date. In such circum- 
stance .he Examiner should defer 
issuarcp and mail the completed 8500-8 
to the Aeromedical Certification 
Branch, AAC-130. 

C. Interpretati on 

1. All ECGs required t 
establish eligibiMty for medica* 
certification— whether a periodic 
requirement or not>-are to be for- 
warded for interpretation to the 
Chief, Aeromedical Certification 
branch, Oklahoma City. This dees not 
p'^lude submission of an interpreta- 
tion by or through the Examiner if 
he/she wishes to do so. 

2. Interpretation is accom- 
plished by staff and consultant car- 
diologists at the Civil Aeromedical 
Institute in Oklahoma City. Abnor- 
malities are investigated to determine 
t K eir significance, if any. 

0. Technique and Reporting 
Format 

1. See FAA Form 806^-1, 
Appendix 2, Instructions for Prepara- 
tion and Submission of Electrocardio- 
gram. This form prescribes the pre- 
ferred procedures and format. The FAA 
will, however, also accept 3- channel 
or ]2-channel strips uncut or mounted 
on standard mounting paper. The 
following steps are essential to expe- 
dient processing of these tracings: 
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a. All leads must b* 
properly identified. 

b. Applicant and Exami- 
ner identification must be complete 
and the tracing dated. 

2. ECGs for all first-class 
applicants are microfilmed for per- 
manent retention in the Aeromedical 
Certification Branch, AAC-130. Only 
tracings chat can be microfilmed are 
acceptable. Therefore, Examiners are 
requested to forward only original ECG 
tracings to the FAA. Duplicates are 
rot acceptable anr* will be returned to 
the Examiner with a request for the 
original*. Original tracings will be 
returned to the examiner or other 
originator when requested. 

3. Tracings must be stapleo 
to the ECG report form to assure that 
all leads are appropriately coded and 
interpreted. 

III. DISPOSITION 

Whi„» disposition based upon the ECG 
is made by the FAA subsequent to 
interpretation at the Aeromedical Cer- 
tification Branch, AAC-130, the Exami- 
ner should defer or deny any applicant 
known to have or have had: 

m. Arrhythmias , except sinus 
arrhythmia and occasional atrial oi 
ventricular ectopic beats. 

B. Conduction defects such as: 

1. Second degree or com- 
olete heart block. 

2. Left bundle blanch block. 

3. Right bundle branch 

block. 

A. f-Parkinson-White 
syndrome, wi' without a history of 
paroxysmal a* tachycardia. 
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C. Other significant findings 
such as. uneoui vocal elect rocardic- 
graphic evidence of: 

1. Myocardial infarction. 

2. Coronary heart disease. 

3. Ventricular strain. 

k. ventricular hypertrophy. 
ITEM 60. Other Tests 



80 OTHCR TESTS 



I. FEDERAL AVIATION REGULATIONS 

All Classes : FAR 67.31 

•••Whenever the Administrator 
finds that additional medical informa- 
tion or history is necessary to deter- 
mine whether an applicant for or the 
holder of a medical certificate meets 
the medical standards for it, he 
reauests that person to furnish that 
information or authorize any clinic, 
hospital, doctor, or other person to 
release to the Administrator any 
avail » information or records con- 
cerning that history. If the appli- 
cant, or holder, refuses to provide 
the re Quested medical information or 
history or to authorize the release so 
requested, the Administrator may sus- 
pend, modify, or revoke any medical 
certificate thct he holds or may, in 
the case of an applicant, refuse to 
issue a medical certificate to him. 

II. EXAMINATION PROCEDURES 

Additional nedical information may be 
furnished through additional history 
takino, through further clinical 
examination procedures, and through 
supplemental laboratory procedures. 



On rare occasions even surgical pro- 
cedures such as biopsies may be 
indicated 

As a designee of the Administrator of 
the FAA, the Examiner has limited 
authority to apply FAR 67.31 in . re- 
cessing applications for medical cer- 
tification. When an Examiner deter- 
mines that there is a need for addi- 
tional medical information, based upon 
history and findings, the Examiner is 
authorized to request prior hospital 
and out-patient records and to request 
supplementary examinations to include 
laboratory testing and examinations by 
appropriate medical specialists. The 
Examiner should discuss the need with 
the applicant. The applicant should 
be advised concerning the types of 
additional examinations required and 
the type of medical specialist to be 
consulted. Responsibility for 
assuring the forwarding of these 
examinations and for payment of any 
charges or fees will rest with the 
applicant. All reports should be 
forwarded to the Aeromedical Certifi- 
cation Branch, AAC-130, unless other- 
wise directed (such as by a Regional 
Flight Surgeon). 

Whenever, in the opinion of the Exami- 
ner, medical records are necessary to 
evaluate the medical fitness of the 
applicant, the Examiner shall request 
that the applicant sign an authoriza- 
tion for release of medical informa- 
tion (FAA Form 8500-21, see Appen- 
dix 2). This authorization will then 
be forwarded to the custodian of the 
applicant's records so that the infor- 
mation contained in the rerjrd may be 
obtained for attachment to the report 
of medical examination. 

III. DISPOSITION 

A. Refusal by Applicant 

When advised by an Examiner that 
further examination and/or medical 
records are needed, the applicant may 
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elect not to proceed. The Examiner 
should note this upon FAA Form 
8500-8. No certificate should be 
issued, *nd it is important that the 
Examine, forward the application form 
to the Aeromedical Certification 
Branch, AAC-130. This is true even if 
the application is considered to be 
incomplete. 

B. Anticipated Delay 

When the Examiner anticipates a delay 
of over 14 days in obtaining recoros 
or reports concerning additional 
examinations, the completed FAA Fen 
8500-8 should be sent to the Aeromedi- 
cal Certification Branch, AAC-130, 
with f note stating that additional 
information will follow. No medical 
certificate should be issued. 

C. Issuance 

When the Examiner receives all the 
supplemental Information reauested and 
finds that the applicant fully meets 
all the FAA medical standards for the 
class sought, a medical certificate 
may be issued by the Examiner. 

0. Deferral 

If upon receipt of the information 
reouested, the Examiner finds there is 
need for even more information or 
there is doubt as to the significance 
of the finding; certification should 
be deferred, cor ns should be noted 
on the FAA Form j-8, and the appli- 
cation should be sent to the Aeromedi- 
cal Certification Branch, AAC-130, for 
further consideration, if the appli- 
cant decides at this point to abandon 
the application for a medical certifi- 
cate (for all classes), the Examiner 
should also note this on the FAA Form 
8500-8 before mailing it to the FAA. 

E. Denial 

when the Examiner cone ludes that the 
applicant is clearly ineligible for 



certification, the applicant should be 
denied, using FAA Form 8500-2 (see 
Appendix 2). Use of this form will 
provide the applicant with the reason 
for the denial and with appeal rights 
e no procedures. 

ITEM 61. Comments on History and 
Findings; Recommendations 



• 1 COMMCNT$ONM«TO«VANOFiiw**Oi RfCOMMCNO ATK) fit 
(Attack U cwidMliM "V~U MCOm, X+wyi «te *a iMt npwl 



This iteir provides the Ex-miner with 
an opportunity to report observations 
ano/or findings that are not asked for 
in other items on the application 
form. Concern over behavior of the 
applicant, abnormal situations arising 
during conduct of tests, unusual 
findings, Torted history and other 
information t ^ t\t germane to avia- 
tion safety be reported under 
Item 61 or on a separate st«et of 
paper. 

If possible, all ancillary reports 
such as consultations, ECGs, X-ray 
release forms, and hospital or other 
treatment records should be attached. 
If delay for attachment would exceed 
U days, it is recommended that all 
available data be forwarded to the 
Aeromedical Certification Branch, 
AAC-130, with a note specifying the 
additional information being prepared 
for submission at a later date. 

ITEM 62. Applicant's Name 



|» APPLICANTS NAMt 



I. The applicant's name should be 
typed. 
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II l >e proper box oust be cneckec 
to indicate if the white Medical Cer- 
tificate FAA Form 8500-9 or yello* 
f'edical Certificate and Student Pilot* 
Certificate, F4A Form 8420-2 hds been 
issued. 

III. If neither form has been issued, 
deferral or denial must be indicated 
by a check in one of the two lower 
boxes. If denied, a copy of Exami- 
ner 1 s letter of denial (FAA Form 
8500-2) should be attached to the 
report sent t o the Aeromedical Cer- 
tification Branch, AAC-130. 

ITEM 63. Disqualify i ng Defects 



«3 Disqualifying defects (Lvtby it#«. *oj 



Any disqualifying defect*, diagnoses, 
or conditions must be listed by item 
number. Comments or discussion of 
specific observations or findings nay 
be reported under Item 61 or submitted 
on a separate sheet of paper. 
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ITEM 6U. Medical Examiners Declaration 



U HBDICAL EXAMINERS DECLARATION 

I hereby certify tkml 1 BtrmmoJIp exmnine* the op- 
pUemnt nmme4 on this medicmi exmmintkm report, 
mndthnt this report wit* on* ntinehment embodieo 
mp ftndinpe completely on* correctly. 



Date of examination and the Examiner's 
name and complete address must be 
typed. The Examiner must personally 
sign the completed form. The signa- 
ture authority of the Examiner may not 
be deleaated to any other person , 
Including other physicians. The dele- 
gation as an Examiner is made by the 
FAA to a specific individual and may 
not be redelegated to a physician who 
may be covering the practice of the 
designee. 

While the FAA does not require that 
the Examiner sign the Examiner copy of 
fAA Form 8500-8, it is reconwended 
that the Examiner at least personally 
initial this fora. 



DATE Of 
EXAMINATION 



NAME A NO 
AOORESS 
Typ* or pr%*t) 



AMES $<GNATIME 
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Appendix 1 



F^B tl e r a I v i a t i o n vR es u I a t i d n s 



j 



PART 67 

Medical Standards and Certification 



Published September 1974 

CHANGE 1, effective December 21, 1976 
has been Incorporated Into Part 67. 



DEPARTMENT OF TRANSPORTATION ■ 

FEDERAL AVIATION ADMINISTRATION % 
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Introductory Not* 

Part 67 u codified under Subchapter D, Airmen, of Title 14 of the Code 
or Fedikal Regulation's. 

This FAA publication of the basic Part 67, effective November 1, 1962, 
incorporates Amendments 67-1 through 67-9 and any changes required by the 
Department of Transportation transition amendment. 
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Adoption of Subchapter D 
Adopted: August 6, 1962 Effoctfvt: Novombor 1, 1962 

This amendment add* Subchapter D "Airmen" to Chapter I of Title 14 of the Oode 
of Podem] Bagulattooa. The amendment It a port of tho program of tbo Federal At ttloo 
Agency to recodify iu regulatory saatertal Into • now mrim of Nfotattom called tht 
"*sderel Ariatloa ReguUrlons" to replace the promt Tlril Air ftea^latloos" and -Bofu- 
lotions of tht Administrator". 

During tbo Ufa of tht recodification project, Chajtto I ef Tltk 14 may cooUIn more 
than ooa Pert bearing the earns number, to dlfferontlats botwoon tho two, tha racodlflad 
Porta, ouch aa tht teas la this subchapter, win bo lobes* "CHew)-. Tbo labal wfll of 
cenrot bo droppad at tba completion of tbo prajoct aa an of tbo ragnlaUona win bo now. 

Snbchaptar D [New) waa poMtabad aa a notice of propoaad rale met* g la tbo 
Federal Register on Mar 3, 1903 (IT FX 417b) and aa Draft Release 63-30. 

•ome of tbo eouunonta received recocomended specific eabstsntlve changes to tbo 
regulations. Although eoue of tbo raoomnondatlono might, apoo fortbor etody, appaar 
to bo meritorious, tbtj cannot bo adoptod aa a part of tbo recodification program Tba 
purpose of tho program la simply to otraamltno and dartfy praaont regulatory language 
and to delete obaolato or rodnndant proriolone, To attempt substantive changes la tbo 
recodification of thaao rcgulatlone (other than minor, rolazatorj onaa that are completely 
noneontroranlal) would dale/ tho project and would bo contrary to tbo ground rulea 
specified for It In tbo Federal Begtator on November lb, 1061 (3<» TJBL 10001) and Draft 
««•*»• However, an commente of thle natora will be /reserved and cooalderod 

In any later substantive rerlalon of the affected Porta. 

Certain changes, not cootelnod la Draft Relesse 03-30, reflect amendments, to tbo 
Parti revised herein, that became effective after the Draft Release waa published, lech 
of these omendments, when published, coaUlned n eUtement that they weald be Incladed 
to the final draft of the recodified Parte affected and. In addition. Draft Relates 68-30. 
stated that inch amendmento would be Included la the final draft of the revised sub- 
chaptar. See smendments 30-lfi, 30-16, 30-17, 31-6, 23-lt, 33-14, 34-4, and 34-6. 

Draft Release 63-14. dated April 3, 1062, propoaad certain nmendmenta to provl- 
alone of I>art 30 of the Civil Air RegnJntlone nnder which former military pllota mar 
obtain prlrate and commercial pilot certificates on the bails of military competence. 
The period for receiving commente en the proposal boring closed en Jane T, 1963, and 
f°. 1 ?!I r !! ******* h * Tln « been recelTed thereon, these amendmeotn are Incorporated 
Into | V1S1 of the revised rubchaptar. 

Other minor changes of n technical clarifying natora or relazatory nature bare 
been made. They are not snbstantlTe and do not Impose any burden on regulated 
perecae. For example, the unnecessary provlelon, contotnod la CAR 31.36. that aa 
airline transport pilot must present hie pilot certificate for Inspection by any r^oon, 
baa been delated in the light of other existing reqolremeote that such a pilot moot 
present bts certificate for Inspection upon the request of the Administrator, an author- 
isoa repreeenUtlTO of the CAB, any Bute or local law enforcement officer, or any 
pe swinger. 

«.iJ?^ f !* , i? e *rJ?: 27 * Utol June •> 1982 <2T **■ contained ■ ootlo* of tho 
?"*!? aTk] " m * ™«™« ATtatlon Agency. Th. preamble to tho 
raieaee Rated that tie certification procedural rale* In part 406 of tba Refutation! of 



o 
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tbs Administrator wtrt being considered for transfer to the Parts to which they epectfi- 
ally applied, insofar aa they did not Jupllcate provision* already In thoae Parte. Por 
thle *eon. a new Subpart B, relating to procedure for medical cortlncates, baa been 
added to Part 67 "Medical Standard* and Certification" (New). The subpart te a 
revision, without substantive changss, of medical certification provisions sow In Part 406. 

Of the comment! received on Draft Release 62-90, severel suggested changes tn style, 
format, or technical wording These comments have been carefully considered and, where 
consistent with the style, format, and terminology of the recodification project, ware 
adopted. 

The definition*, abbreviations, and miss of construction contained In Part 1 [New] 
of the Federal Aviation Regulations spply to the new Subchapter D. 

Interested persons have been afforded an opportunity to participate tn the making 
of this regulation, and due consideration has been given to all relevant matter presented. 
The Agency apprsclstee the cooperative spirit in which the public* i comments were 
submitted. 

In conslderstlon of the foregoing Chapter I of Title 14 of the Code of Federal 
Regulations Is emended, eflectlva November 1, 1962, by deleting Parts 20. 21, 22, 24. 2ft, 2t\ 
27. 20. 84, Bfi, II 48.40-43.42, 4842-4*68, 48.64(b). (c). and (d). 48.66. 4168, and Sped/U 
Regulations 426 aw? 484, «nd by adding Subchapter D (New]*, reading aa hsrs!«*reY 
est forth. 

This smendmont Is made under the authority of sections SU(s). 114, 601, and 607 
of the Federal Aviation Act of 1966 ( 49 U.8.C. 1864(a). 1866, 1421, and 1427). 



•iMlndM Part 61-COrtllcatlM Mo* and Flight Iwtraeton [N«w|; Part Si Carttfimtlea 
flight CnwMabm Othtr Thaa Pilot* IKtwl; Fart SB— Airman Othor TWj Flight Cwwmrtiri 
(Ntvh Part S7— Katlca! Standard* and GerttSoiHen [Ktwl. 





237 



Amendment 67-1 
ChMring on T*H and Oth tr Irregularities 
Adopted: February 11, 1965 fffktivw: March 20, 1965 

VnMAM In 88 ML i;?f m Hknmrf 18. 19*81 

The purpose of these amendments I* to prohibit cheating or certain other unauthor- 
ised conduct In connection with FAA written airmail or ground instructor tests: 
fraudulent or Intentionally false application* for airman, ground Instructor, or medical 
certificates or rating*, or entries in logbook*, record*, or report! required In connection 
with these certificates or ratings; and alteration, or fraudulent reproduction of these 
certificates or ratings. This action was propoaed In Notice Wo. 64-20 (20 F.R. 4819) 
iNftued April 1, l^M. A* proposed. It appHa* to not only the alrumn regulation* but also 
the regulations covering medical certification and ground Instructors. 

A number of comments were rarelreil on Notice No. 04-20, most of them generally 
favorable to the proposed amendments. Three commenta opposed as too harsh the pro- 
vision that the comtnlsalon of a prohibited act la a basis for suspending or revoking 
an existing certificate or rating held by the violator. A major purpose for this prevision 
la the deterrent effect of the enunciation of a strong available penalty. Th-a, the 
provision Is especially significant with respect to a person who asststa another In the 
violation, for example by taking a teat for him. In such a case, ft to no deterrent to the 
former (who usually I* obtained becso*e be already hold* the certificate the latter Is 
seeking) merely to warn him that the principal penalty for taking a teat In behalf of 
arr other person Is that be will not be eligible, for a year thereafter, for any airman, 
ground Instructor, or medical certificate or rating, as the cant may be, The most effective 
deterrent In this situation would be the poastblllty of loan of one or all of the certificates 
he already pomesss. 

The one-year Ineligibility for a certUVate or rating Is automatic In the case 
of cheating or other unauthorised conduct In connection with written testa. However, 
as indicated by Notice No. 64-20, the fact that suspension and revocation of certificates 
or ratings are made available la these regulations does not mean they mutt be imposed 
in every case or automatically upon every violator. The same degree of discretion and 
the tame criteria for the imposition of these sanctions will be exercised by the Agency 
officials responsible for taking enforcement action In this area as to all other arena where 
penalties are provided for violation of regulations. Furthermore, the sanctions made 
available by these amendmenta do not preclude the imposition, in case of violation, of 
civil penalties under Section 901 of the Federal Aviation Act of 1958 (49 U.B.G 1471), 
either alone or in conjunction with these sanctions, 

Comment* also were received urtng that acts to be prohibited by these amendments 
should be done "knowingly.- or "willfully,'' or "knowingly or willfully." to Incur the 
sanctions provided. It of course Is not the design of these amendments to prohibit acts 
that might likely be committed Inadvertently. Accordingly, these amendments make 
clear that intention is an element of those prohibited acta that otherwise might likely 
be committed Inadvertently, namely, the removal of a written test, or a false statement 
en an application for a certificate or rating or In a logbook, record, or required report 
Also, responsive to several commenta and reflecting the original Intention as to reproduc- 
tiona of certificates or ratings, the prohibition has been restated to refer to reproduction 
for fraudulent purpose. Furthermore, the reference In Notice No. 44*40 to authorisation 
by the Administrator in thta connection has been dropped In these amendments, since 
only fraudulent reproductions are prohibited, and since new documents are Issued where 
appropriate, thus obviating any need for authorising alterations. 

Interested persons have been afforded an opportunity to participate is the making 
of these amendmenta, and doe consideration has been given to all matter presented. 

In consideration of the foregoing. Part 67 of the Inderal Aviation Regulations It 
amended, effective March 20, I960, aa follows, 

These amendments are made under the authority of sections, 818 (a), 601, 602, and 
807 of the Federal Aviation Act of 1908 (68 U.S.OL 1884^ 1421, 1422, 142T>. 
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Amendment 67-2 

Special Mtdicol Flight or Practical Tent or Medical Evaluation for 
Spocial tout of Mtdicol CortHkato 

Adopted: Sopttmbor 14, 1965 Effective: October 21, 1965 

(NfclUMd In N fx 11M5. Is p ln ih sr 11, 19*91 

The purpose of these sroendments li to mike clear that the Federal Air Surgeon hat 
authority (1) to decide whether a special medical flight or practical test, or special medi- 
cal evaluation, should be conducted or the applicsnt's operational experience considered 
under 167.19 of Part 67 of the Federal Aviation Regulations, and, If so. (2) to pre- 
scribe which of these procedure* •H*m» u be used, In the determination of whether a 
medical certificate should be issued to an applicant who does not meet the sppllcsble 
medical standard! of that Part This action was proposed In Notice 65-10 '80 F.R. 6188) 
Issued April 23. 1065. 

Ten comments were received on Notice 05-10. Six were favorsble and three no- 
favorable to the proposed amendments, and one was non responsive. Two of the unfavor- 
able comments expressed concern that the amended rule would vest too much Increased 
authority In the Federal Air Surgeon. The language contained In the proposal merely 
clarified the provisions of the existing rules and did not vest any Increased authority In 
the Federal Air Surgeon. In this connection, one of these comments also asserted there 
would be nothing to ensure equal treatment of all applicants with the same defect. It 
should be noted that the objective of 1 07.10 Is to* provide for the Issue of a medlcsl car- 
tlflcste to an applicant who does not meet the medical standards as prescribed In Part 67. 
In order to achieve that objective In the consideration of the various types of medical 
deficiencies Involved, the Federal Air Surgeon must be given the discretion to conduct 
the type of test or other procedure that he believes appropriate to determine whether 
the applicant can properly perform his duties as an airman. 

One of these two comments on the proposal further suggested thst any rale finally 
adopted should provide that If the medlcsl defect Is static the applicant should be an- 
titled to an opportunity to take a special medlcsl flight -test. If adopted, this not only 
would make mandatory resort to a special procedure In one type of situation, but It also 
would prescribe the particular special procedure to be used. As stated in the preamble 
of Notice 66-10, situations arise In which the Federal Air Surgeon may determine that the 
applicant could not satisfactorily show, by any of the available special procedures, 
ability to perform the duties of an airman certificate without endangering safety In air 
commerce. In such a esse, the resort to any of these procedures would not be purposeful, 
and the Federal Air 8urgeon should have authority under 167.19 to refuse their use. 
Also as stated In that preamble, where the Federal Air Surgeon does prescribe special 
medlcsl flight or practical testing or special medlcsl evaluation under 167.19. the se- 
lection of the particular procedure to be used, of those named, essentially Is an element 
of his medlcsl determination whether the sppiicsnt can properly perform his duties as 
an airman despite his physics l deficiency. This selection should repose In the Federal 
Air Surgeon because of his special qualifications and faculties available to him to obtain 
and assess medlcsl information about an applicant's total medlcsl status. Accordingly, 
It would defeat the objective of 1 67.19 to provide for automatic entitlement to a desig- 
nated procedure In any particular type of situation. 

One of the favorable comments would make mandatory the consideration by the 
Federal Air Surgeon of an applies nt*s operational experience under 167,19. Conversely, 
another comment expressed the belief that the applicsnt's operational experience Is not 
germane to the evaluation of an airman's physical qualifications to hold a medical cer- 
tificate. The medlril requirements of the former Part 89 of the CARs ware amended, 
many years ago, to permit an evaluation of the applicsnt's aeronautlcel experience re- 
gardless of the type of airman certificate or rating sought or held by the applicant The 
Agency has pursued this policy as applied by the Federal Air Snrgeon, and to last 
sentence of 167.19(a)(1) of the proposal expressed the .Intent of the Agency to continue 
this policy. To limit the discretionary authority of the Federal Air Surgeon In those 
cases by prohibiting any consideration by him of the applicsnt's operational experience, 
or making such consideration mandatory in all cases, regardless of the type of deficiency 
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involved, would, like the adoption of the suggestion oo tutlc defects slso defeat the ob- 
jective of | 67.19. 

Ioteraetad peraooj hare been afforded an opportunity to parttdpaU In the making of 
theae emendmente to 1 67.19 v and due conelderatlon baa been given to aU matter presented. 

Theae amendmenta alto eubetltute the Urn ."Federal Air Burgeon" for the term 
•"Civil Air Burgeon" throughout Part 67, to state the correct currant title of thla official 
of the Agency. Tbey also change the numbering of f 67.16(e) to conform with the paral- 
lel provlelona of || 67.16(a) and 67.17(a), In order to preclude the continuation of noma 
current confusion and technical mtetakeo In referring to theae provision* Since theae 
Utter two changes are purely editorial In nature, notice and public procedure thereon 
are unnecessary. 

fa coDelderatlon of the foregoing. Part 67 of the Federal Aviation Regulations le 
amended, effective October 21, 1965, aa follows. 

Those amendmeoU are made under the authority of sections 818(a), 814, 601, and 
602 of the Federal Aviation Act of 1966 (49 U.S.G 1854, 1855, 1421, 1422). 



Distant Visual Acuity: First- and SwconcJ-Clast Mtdical Cwrtiftcatts 



The purpose of these amendmeoU la to change the dlatant riaual acuity requirement 
for an applicant for a first- or eecond-ctsss medical certificate from at least 20/50 to 
20/100 In each eye separately before correction. Thla action waa proposed in Notice 
65-22 (80 F.R 11782) issued September 7. 1965. All comments received oo the proposal 
were fsvorsble. 

The present aUndard In 1167.19(b)(1) and 67.16(b)(1) of Part 67 of the federal 
ATlatlon Regulations requires an applicant for a first- or second-clam medical certificate, 
respectively, to bare dlatant visual acuity of at least 20/50 In each eye separately, before 
correction to 20/20 or better with corrective 'gtesses. Ae stated in the preamble of Notice 
65-22, thla standard haa been In effect unchanged alnce 1986, despite later etgnlftcant 
technological advances In design and performances of aircraft, and In the environment 
in which they are operated. Also, aa atated in that preamble, appllcaata with uncor- 
rected dlatant vlaual acuity leaa than specified in the present standard, except these with 
gross myopic conditions, generally have been allowed to show under 167.19 whether they 
have been able to operate aircraft without endangering safety In air commerce despite the 
disqualification. If they have not bad other major disturbances In visual functions, they 
slmost Invsrlsbly have been able to demonstrate favorably, and they nave received spool 
Issue of medical certificates on an Individual basis. This process has required specUl 
detailed evaluationa of all aspects of their vision, and haa been expensive tr applicants, 
both In money expended for opbthalmologlcal examinations, and In Issuance demy time, 
and It also haa entailed considerable time and effort on the part of the igency. 

Accordingly, the accompanying amendmenta accommodate the distant vi»~«/i acuity 
atandard for first- and second-cists medics I certificates to current condition* and dispense 
with special teatlng that In the great majority of cases would result In the special Issue 
of a certificate anyway, without adverse affect upon safety. 

Interested persons have been afforded an opportunity to participate in the making of 
these amendments, and due consideration haa been given to all matter presented 

81nce theae amendmenta are relasatory In nature and Impose no burden upon any 
person, good cause estate for making them effective on less than 80 days published notice. 

In conelderatlon of the foregoing. Part 67 of the Federal Aviation Regulations la 
amended, effective November 28, 1965, aa follows. 

Theae amendments are aede under the authority of section 918(a), 601, and 602 of 
the Federal Aviation Act of 1956 (49 U.8.C. 1854, 1421, and 1422), 



Amendment 67-4 



Adopted; Novtmbwr 16, 1965 



Efftxtivt: November 23, 1965 



PvMbtod In 80 M. 14542, November 16, ItSJ) 
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Affiindinsnt 67"^ 



Spoclol Issue of Mtdicol CoctHkcrtos for Air Traffic 
Control Towor Oporcrtors 

Adoptod: March 25, 1966 Effoctivo: Match 31, 1966 



*+ \ tiki4 la SI M. SltO, Mm* SI, 1*4*1 



U» purpose of this amendment It to remove the limitations contained In 1 67.19(d) 
of the Federal Aviation Regulations, relating to apodal Issuance of a medical certificate, 
so far as those limitations relate to air traffic control tower operators, 

Medical certification la now required of all airmen who perform their duties aloft, 
such as pilots, navlgatora end flight engineers. Only one dam of airmen that perform 
duties en the ground are required to hold medical certificates— sir traffic controllers. 
Air traffic controllers must hold a second class medical certificate, the same at required 
of commercial pilot*. Private and student pilots, for example, hold only need a third 
clam medical certificate. 

Obviously there are great differences In the ground and flight environments tn 
which these different airmen function. A pilot often la alone In the air and must at all 
times poss i ss not only the technical, but also the physical capacity to act Sven In 
multi-engine aircraft, where crewmen bera perform more specialised duties, the sudden 
physical Incapacity of one can affect the overall crew operation to the extent that aircraft 
aatay la serlouily endangered. In general, the Sir traffic controller la under does 
supervision with hack-up personnel close at hand, capable of performing hit functions 
In the event he Is physically disabled. Physical disabilities that may be under the 
applicable medical standsrdi of Part 67 disqualifying to a flight airman may be toler- 
ated under controlled conditions, in a ground based airman. With these considerations 
In mind, and with the Initiation of the new medical program described below. It li now 
possible for the Agency to establish a system for Issuing waivers, under those controlled 
conditions, for certain physics! defects In ground airmen. 

The Federal Aviation Agency has estsbllshed a health program for applicants and 
holders of FAA air traffic control specialist field fadllty positions oriented to the 
particular job and functional requirements of an air traffic control operator. The pro- 
gram Includes the use of diagnostic techniques not required for a second dsn medical 
examination under this Part, and provides for professional referrals, consults! Ions, and 
follow-up examinations as necessary. The program provides thst full regard shall be 
given to the practical requirements of the position. If the employee ca>. be utilised 
with safety, apparently disqualifying defects or dlaeases may be waived. 

Paragraph 67.19(d) removes from the scope of a special lesusnce of a medical cer- 
tificate certain disorders and dlsesses that are dlaquallfylng without further considers* 
Hon. In view of the thorough annual examination being required of each FAA air 
traffic control specialist by the Agency described above, and an evaluation of the physical 
standards required for air traffic control positions occupied by FAA employees, the 
Federal Air Burgeon la In r position to determine whether sn employee's disease or 
defect would disqualify him for the position the employee applies for or holds The 
comprehensive health program and a more flexible standard for physical disqualification 
will permit the Agency to utilise trained and experiences employees with no derogation 
of safety. 

There are additionally a group of control tower operators, employed In mllltsry or 
privately operated control towers, who may benefit Ttom the special Issuance of medical 
certificates provided by this smendment. In view of the small number of persons In- 
volved, the Federal Air Surgeon can review the special Issuance of these control tower 
operator medical certificates without an undue burden added. 

Bines this amendment la procedural In nature and results In providing sll certifi- 
cated air traffic control tower operators an additional benefit, notice and public pro- 
cedure thereon srs not required end this smendment may be msde effective In less than 
80 days after publication. 
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Id conalderatlon of the foregoing, and effective March 81. 1061 aectioo 6719(d) la 
amended to read aa 'ollowa: 

This amendment to made under the authority of Sections 307. 113(a) and 60S of 
the Federal AvUtlou Act of 1066 (40 U.S.C. 1346, 1364, 1422). 



Amendment 67-5 
Dtftgotions of Authority to Roconiidtr Certification Actions; Denials 
by Rtpnmntativts of tht rodtral Air Surgeon Within FAA; and 
Foilurt to Furnish Additional Modical Information 
Adopt6d: Juno 9, 1966 Efftctlvo: July 16, 1966 

<NUlM*4 In 31 PJL 1355, IS, It 6*1 

The purpoee of theee smendmenu to Part 67 of the Federal Aviation Regulations 
16 (1) to provide authorisation for certain representatives of the Federal Air Surgeon 
within the Agency (the Chief, Aeromedlcal Certification Branch, Civil Aeromodlcsl Insti- 
tute, and Regional Flight Surgeons) to finally reconsider issuances and denials of medical 
cei ticca tea by aviation medical examiners, In certain situations; (2) to provide that a 
tionlil by such a representative in ary of those situations Is considered to be a denial by 
the Administrator for the purpose of review by the Civil Aeronantlca Board; (6) to re- 
turn the surrender, upon request, of a medical certificate whose Issue Is reversed, whotty 
or la part, upon reconsideration by the Federal Air Surgeon or such a representative; 
and (4) to state In the regulations that If an applicant for, or holder of, a medical cer- 
tificate refuses to furnish additional medical information the Administrator may suspend, 
modify, or revoke a certificate, or refuse to issue It Except for the scope of the first and 
second items mentioned, that to now made narrower than originally contemplated, these 
amendmenu were proposed in Notice 69-41 Issued December 16, 1066 (30 F.H. 16064), for 
which the comment period was extended- to March 23, 1066 by Notice 66-tlA Issued Feb 
ruery 2, 1066 (31 F.R. 1812). 

A number of the comments received on Notice 66-41 concurred In the proposals made. 
One of theee comments (as well aa seversl others that did not concur) displayed appre- 
hension that delegation of authority to repreeentstlvea of the Federal Air Surgeon to 
"finally reconalder" act I one of aviation medical examiners would eliminate an applicant's 
recourse to petition for exemption from the rules. This spprehenslon to not well grounded, 
for Notice 65-41 la not concerned with the exemption procedure In any respect, either 
explicitly or implicitly. Both the Notice and theee amendmenu are concerned only with 
the administration of the rules In Part 67, not with the grant or denial of exempttona 
Issued in accordance with rules specifically provided In the rule-making procedures of 
Fart It 

Some comments presented strong objections to the proposed delegation of authority 
to repreeenutlvet of the Federal Air Surgeon within the Agency. One comment concurred 
In the proposal to far aa It would apply to cases where the Federal Air Surgeon does not 
have authority la any event to consider apodal Issue of medical certificates (cases ex- 
cluded from 167.16). It wss smerted that the proposed amendmenu would Improperly 
tend to shift the Federal Air Surgeon's authority to make Important decisions la the 
medical certification area to Regional Flight Burgeons; abrogate the Jenlal authority 
of the Federal Air Surgeon; and result In a lack of uniformity in the application of 
medical standards. Tht first snd second assertions display needless apprehension, since 
the proposals would not effect the general policy making reeponlblllty of the Federal Air 
Surgeon, and the delegation to his repreeenUtlves would not deprive him of his own 
authority la the area. 

The assertion that s lack of uniformity might result, In the application of medical 
stsndarda In the certification process, has pointed out an item susceptible of controversy, 
with strong srgumenu on each aide. Aa stated in Notice 66-41, the proposal was la 
keeping with the Agency'a policy of decentralisation, and would foster a lessening of the 
delays incident to geographic dlsUoces snd needless duplication of activity. However, 
It Is recognised thst the sssertlon may havs merit, .In this highly specialised field of 
medicine where various Indivldusls may conceivably have different Interpretations of 6 
*t**n *tt of medical facta. 
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After carefi consideration of all I mum Involved, the Agency baa concluded that, 
In view of thli argument against the propose* change. It Is doubtful that the action 
would preserve the maintenance of mlfomJty In the application of medlcil atandardi. 
and Its adoption In full Is tnepproprUte at this time. Therefore, the Agency has droop* 
this proposed change so far as it pertains to cams In which th» Federal Air Burgeon has 
authority under Part 67 to override a denial of a medics, certificate. However, In certain 
areas listed In 1 67.19(d), the regulations do not allow the Federal Air Surgeon to Issue 
medical certificate* specially to applicants with established Inability to meet the applicable 
medical standards, in these areas the Federal Air Burgeon has no alternative but to 
corflrm the denial action of bis rep r es e ntatives, although he of course provldM gulde-llnM 
to aviation medical examiners for the application of the medical standards In all cases. 
The sreei Involve established medical history or clinical diagnosis of: (1) myocardial 
Infarction, or angina pectoris or other evidence of coronary heart disease that the Federal 
Air Surge** finds may reasonably be exported to lead to myocardial Infarction ; (2) a 
character or behavior disorder that Is severe enough to have repeatedly manifested Itself 
by overt acts, a psychotic disorder, cbron' • alcoholism, drug addiction, epliep«>, or s dis- 
turbance or consciousness withou* satfs/actory medical explanation cf the cauae* --..d 
(?* dlabetM melllius that rcqulrea InsutR or any other hypoglycemic dr jg Tor control. 
In app* > >ii,is'ely C19 and In 1965 approximately 962 cassr were <*r*rreo to the 
Feoer-J Al Sur^e,>n for farther icvlew. Of these, 8K> casej In 1964 end 816 cases In 1965, 
or aboui one-tilrt jf «tt of the caaes so referred. Involved denials of medical certlflcatM 
In »ne area* Scribed, and the Federal Air Surgeon routinely affirmed the denials, aa 
squired The delegation of final Agency denial authority to represent tlvM In these 
caaM will spare the applicants, as well as the government, greet expose and useteM 
effort These amendments therefore adopt the proposal made In Notice 66-41, to the 
extent Indicated, and aa a result greater and faster eervlce will be prodded to applicants. 
After an opportunity to evaluate operational exporter. * under thla limited delegation 
of authority, the Administrator may later delegate foil authority to bis representative 
st the Aeromedlcal Certification Branch. Oklahoma City, to Anally reconsider all ir 
ance* snd den la la of medical certlflcatM by aviation medical examiners. 

It should be noted. In connection with this limited delegation of authority, that the 
Federal Air Surgeon and hla representative within the Agency n-4 only retain autborly 
to Anally reconalder denials of medic* J certlflcatM except In the altuatlona listed shove, 
but also have authority ur- the*, jwn Initiative to ret ler lasuancM of medical cer* 
tlflcatM by aviation medial exstjlners. In tbla manner, caaM Involving novel or Im- 
portant features msy be Inquired Into by the highest medical authority of the Agon**?, 
even where certlflcatM have been lasued, *a ontemplated by srboectlon 814(b) of the 
Federal Aviation Act of 1998 

One comment ssMrted that any attempt by the Agency to reverse the issue of a 
medical certificate by an aviation medical examiner, without compliance with section 609 
of the Federal Avlstlon Act of :968, would be Invalid, as well as undesirable. Several 
other commenta also pointed out that the burden of proof Is the Administrator's unuer 
section 609, whereaa this burden Is the applicant's under section 602 of the Act. Sub- 
section 814(b) of the Act empowers the Administrator to "reconsider" either the denlsl 
or issuance of a medical certificate by an aviation medical examiner. It Is the Agency's 
position that when the Administrator sxerelsM that power to correct an error committed 
by a private person In the exerciw of delegated authority (where the aviation medical 
examiner should bare taken a different courae of action based upon the Information avail- 
able to blm when he Issued the medical certificate) the airman must rely upon his rights 
uodt. rwtlon 602 of the Act If he Is dlSMtisfled. In such a care, a "reexamination" under 
section 609 of th* let Is not necessary. The position of the Agency is cla rifted In theae 
amendments by adding a provlalon In 1 67.2fWb) that any action taken by the Federal Air 
Surgeon or his authorised n presents tree within the Agency under subsection 814(b) of 
the Act that reverse*, rholly or in part, the Issue of a medical certificate by an aviation 
medical examiner Is t denial of a certlflcite by the Administrator under section 608 
of the Act 

The proposal to require surrender, upon request of a medical certificate whose Issue 
Is revevpsd or otherwise changed, upon reconsideration, was generally supported by the 
comments received. Two comments expressed concern that thla would permit arbitrary 
deprival jf a eerttflcaf* bgaiiy Issued. However, as stated In Notice 66-41, the obligation 
la Imposed with respect to a ofeifcafe that haa been found to have been Issued to an 
applicant who In fact dore not meet the applicant* standards, and the Agency considers 
this a reasonable requirement In order to protect against the um of the « tinea te. 
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In each of the* reconsideration proviaiona. the action taken by the Federal Air 
Burgeon or uli re neeentatlve within the Agency I* described at one to Wholly or partly 
referee" the lam of the medical certificate. Tbla lauruage It o*^ In order to make 
clear that the p.orltlom concern action taken that It adverse to the Applicant It would 
be clearly unreasonable to provide that action taken upon reconsideration that la ad ran 
Uteoua to the applicant la the denial of a medical certificate. 

Meat of the comment* received .cere not opposed to the proposal to require the appli- 
cant or certificate holder to furnish additional medical Information. Some comments 

asrerted this authority could be exercised Improperly to del re Into irrele matters. 

However, as is plain from the provision, the purpose Is to obtain additional medical infor- 
mation needed :o determine whether an applicant la elljdble to hold a medical certificate. 

Interested persons haTe been afforded an opportunity to participate in the making 
of these amendments, and due consideration has been tfven to all relevant matter pre- 
sen tabu 

Id consideration of the fortjrolnc. and for the reasons stated In Notice 85-41, Part 67 
of the Federal Aviation Regulation* Ik amended effective July 16. 1QQ6. 

T*e*e amendments are made under the authority of sections S03fd), 613(a). 314(b), 
601,602. and 600 of the Federal Aviation Art of 1938 WD V.8.C. 1S4-I. 13W. 1355(b) 1421. 
1422, 1429). 



Amendment 67-6 
Special Issue of Medicul Certificates by Chief, Aeromedical 
Certification Branch, and Regional Flight Surgeons 
Adopted: June 17, 1968 Effective: June 22, 1968 

(PuUltSW in 9) FJ WSJ, Jim* 22, If 411 

The purpose of thK Amendment t«, Part 07 of the Federal Aviation Rerulai'....- la 
to disclose for the guidance of tlie public the rilleinK ninklnc the determinations required 
under « 07.19 for the U<ne of a medical ceiiimnte t«» nn applicant who doe* not meet 
*he applicable medical Ktaudnrds. 

Section 07.10 proTlde- for the kmc of M medim) certillcnte of the appropriate claw* 
to an applicant who doe* not meet the medical ttnndurd* of r?iri C7 lother man cerrain 
4 *clfied requirements). I'nder the provision* of that section the Federal Air Surjreon 
determine* whether special medical teMliip or *\ uliiaf Ion should be conducted to issue n 
meotcal certificate with approprlare limitations to nn applinint. This amendment shows 
that the Chief. Aeromedlcnl Certlnu.tion Branch. Civil Aeromedical Institute, and 
Regional Fllphi Rufpeon* will no* have the same authority. 

Since th!s amendment is procedural in nature, notice and public procedure thereon 
aiv not required and It may bo mutl.> enVcitve In le>* than 30 days after publication. 

In consideration of the MrveiiBft < C7.1!i of the Federal Aviation Reputations Is 
niben'»ed. effective .tune 22. 11*58. by lii«riluir a new paragraph ( e >. 

ThK amendment 'c made under the authority of nectlons 303(d). fllAfn). CU and 
002 of the Fetie. \\ Aviation An of ](f«K NO l*.S.<\ 1JM4. JSM. 1421. H22). 



Amendment 67-7 
Reconsideration of Certification Actions 
Adopted: January 2, 1969 EtJecilve: February 8, 1969 

f'wMJihtd In 94 P.ft. 241, J«m»ry I, met 

The pt« - » of this amendment to Part 07 of the Federal Aviation ^eniletlons In 
to provldf certain FA A nflMnl* ma> on their own Initiative reverse the Issuance of 
a medical certificate by an aviation tnedbal examiner, within 00 days afler receiving ad- 
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dltlonal medical Information establlahlnf the noneliglbmty of the bolder of U.~t certifi- 
cate, when that Information waa requested within 60 day a of issusnce. 

Thla amendment waa propoaed In Notice 68-14. and published In the Federal Register 
on July 10, 1968 (88 F.R. 9005). 

Four public commenta were received on the Notice, three of which concurred In the 
proposal or Offered no objections. One comment objected to tht proposal, asserting that 
It would be unfair to keep the airman In a atate of suspense for anr longer period of 
time because of FAA "inefficiencies". However, this comment failed to recognise that 
in many cases the need for more time stems from delays of the airman In providing 
needed medical Information to establish his eligibility or nonellglblUty for s medical 
certificate. Aa stated In the Notice, !67.25(b), as s mended by Amendment 67-8, effective 
July 16, 1060. contains a 80-dsy time limitation within which FAA officiate may recon- 
sider snd reverse the Issusnce of a medical certificate by an aviation medical examiner. 
However, although the reconsiders t Ion may Indicate the need for additional medical 
Information to determine whether an error was made by an aviation medical examiner, 
the suthorlt\ of the FAA onVlsl to fully reconsider the case and reverse the issuance of 
the certificate, If necessary, could oe effectively defeated by the failure (or delay) of the 
holder of the medical certificate to respond to the request for additional medical Informa- 
tion within On days from the date the certificate waa Issued. This could allow operation 
of aircraft by airmen whose phy*ira1 qualifications have not been fully determined, snd. 
If necessary, require resort to action under section 609 M the Federal Aviation Act to 
prevent the airman from further operation of an aircraft until a determination can be 
made that he can do so safely. 

Stn^e tb« term "medical Information" ss used In §67.81— Medical Records (under 
which information \* requested \ Includes the results of "medical testing'*, the latter term 
Is not used In the amended rule although It was used in the Notice. Also, the amends* 
tory language has been rearranged for the purpose of clarification, but without change 
In meaning. 

In consideration of the foregoing, the third sentence of paragraph (b) of §67.25 of 
the Federal Aviation Regulation* is stricken out. and two new sentences sre Inserted In 
place thereof, effective February 8. 1969 

This amendment Is issued under the authority of sections 808(d). 818(a), <a/1. and 
602 of the Federal Aviation Act of 19T4 (49 T.SC. 1344, 1354(a). 1421, 1422) and of 
section 6(C) of the Department of Transportation Act (49 U.S.C. 1655(c)). 



Amtndmtnt 67-8 

Changes in Refe'Jitces to FAA Regulations, 
Position Titlo, and Certain Addresses 

Adopted: August 27, 1970 Effective: September 4, 1970 

(hifellihW in 35 M 14074. Sestomhtr 4, WO) 

The purpose of the*e amendment* to Part* 61, 63, 65, 67. 141. and 143 of the 
Federal Aviation Regulation* I* to reflect in Parts 05 and 141 appropriate references 
tt Part 430 of the Reputation* of the National Transportation Safety Board : reflect in 
Piirt 07 nn orpii niz.it ion nl thnnpe In the title of the FAA Assistant Administrator to 
FAA Regional Director, and nutate several references In the Regulations to the ad* 
dresses to vcNch hmiIIcMIoiim for replacement of lost or destroyed certificates and ce«*> 
tain other connimricstion* with the FAA are sent. These amendments also correct an 
inadvertent error made In a recent amendment to Pan 65. 

On April 1, 1907. the aviation safety functions of the Civil Aeronautics Board 
under Title* VI and VI 1 of the Federal Aviation Act of 1058 were transferred to the 
National Transportation 8afu> Hoard (40 V.8.C. 1651 et seq.l. Thereafter the Board 
Issued Part 480 of its Regulation* pertaining to aircraft accidents, I ml dents, overdue 
aircraft, and safety investigations, effective November 10, 1008 (84 F.R. 15748). These 
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amendment* accordingly chsnpe the references In Parti 65 and 141 to Part 430 of the 
filiations of the National Transport*: Jon Safety Board Instead of to Part 820 of the 
Reg atlons of the Civil Aeronautic! Board. 

The organisational title of PAA Assistant Admlnlatrator has been changed to PAA 
P. atonal Director, and thla change Is reflected In the amendments to Part 67. 

The addition of "Department cf Transportation" and box numbers and sip codas 
to addresses found In Porta 61, 63, 65, 67, and 143 serve to clarify and modernise mail- 
ing addresses to which applications for lost or destroyed certificates and certain other 
communications with the FAA are sent. 

In Notice 70-12 (35 F.R. 4862) It wss proposed that an air traffic control operator 
ahould not he authorised to Issue air traffic control clearances fc IFR flight without 
authorization fronr. the appropriate air route traffic control center In Issuing Amend- 
ment 65-15 pursuant thereto (35 F.R. 12326) It was stated that a tower may be under 
the Jurisdiction of pome facility other than an air route traffic control center, and that 
therefore the general phrase of reference "facility exerdalng IFR control" would be 
used. However, In the amended |65.45(h) the phrase M alr traffic control" was load* 
vertently used Instead of "IFR control." These amendments correct that inadvertence 
hy replacing "air traffic control" with "IFR control." 

Notice and public procedure hereon are not required alnce these amendments merely 
reflect changes of law and procedures as well aa the correction of an Inadvertent clerical 
error, and they may therefore be made effective In leas than 30 days. 

In consideration of the foregoing; Parts 61, 63, 65, 67, 141 and 143 of the Federal 
Aviation Regulations are amended, effective September 4, 1070. 

(Sectlona 313(a), 002, 008 of the Federal Aviation Act of 1058 : 49 C.8.C. 1354(a), 
1422. 142R. Section 0(c) of the Pertrtment of Transportation Act: 40 U.8.C. 1655(c)). 
Note: Corrections to position title In Section 67.28(a) and (b) are Incorporated 

In the original printing of tUs basfc volume. 



Revised Terminology and Separation of Disqualifying Mental and 
Neurologic Conditions 



The purpose of these amendments to Part 67 of the Federal Aviation Regulatlona 
Is (1) to revise the terminology used to denote mental and neurologic conditions that 
disqualify applicants for medical certificates, to conform with current usage .n the 
medlcsl profession: and (2) to separate what have been termed "nervoua srstem" 
conditions Intc mental and neurologic disorders aa two distinct groups cf disqualifying 
conditions. 

Interested persons have been afforded an opportunity to participate In the making 
of these amendments by a notice of proposed rule making (Notice 71-30) Issued on 
Septemhe 28, 1971, and published In the Federal Register on October 5, 1071 (36 F.R. 
10390). Due consideration h-s been given to all comments presented In response to 
that Notice. 

Two public comments were received In response to the Notice. Each was from an 
aviation trade association, and each concurred In the proposed amendments. 

t As stated In the Notice, a dlspsiity has existed between the terminology used In 
the standards Involving mental disorders and currently accepted psychiatric te mlnology. 
As a result, difficulty haa existed in applying the latter terminology to these mental 
disabilities although the basic deflnl'lon* have remained essentially unchanged. To 
avoid the recurrence of these difficulties, particularly In enforcement actions, and to 
update the regulations, these amendments revise the terminology describing the mental 



Amendment 67-9 



Adopted: February 14, 1972 



Effective: April 26, 1972 



(Publish** si 3/ l.ft. 4071, Nfenwry 2i, If 72) 
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requirement*, as propose' !n the Notice, to conform m It h the terminology generally used 
bj specialists in that branch of medicine as contained In the Manual published by the 
American P«ychintrir Association. "Dlnpiostlr and Statistical Manual of Mental Dis- 
orders (second edition 1908) H It Ik Intended that use of that terminology will reduce 
confusion and amhlgul'y in the use and application of psychiatric- term* by enumerating 
and defining disqualify Ins mental disorder* In conformity with the terminology used In 
the current practice of psychiatry 

The propofw-i chnnges were reviewed and approved by a committee of the American 
Psychiatric Association, and that committee Indicated that the changes may lie con- 
sidered essentially semantic 

Additionally, an proposed, these amendment* separate "mental condition" and 
"neurologic condition" under the approprinte sections of Pan 07 to clarify the applicable 
standard*, ax well a« to recognize a division In professional spe -iallzatlon In disorders of 
a mental or neurologic nature It I* anticipated that this separation will also facilitate 
the gathering and analysis of statistical Information relating to airman applicant* who 
have lieen Issued or denied medical certificates where r.ental or neurologic histories or 
conditions are con^rned As the neurologic terminology previously nsefl In acceptable, 
no change Is made In the enumeration of disqualifying neurologic disorders. 

In consideration of the foregoing. Part ft7 of the Federal Aviation Regulation* la 
smended. effective April 20, 1072 

(Section* 313(a). 001. and 002 of the Federal Aviation Act of 19W; 49 f.S.r. 
1354(a). 1421. 1422 Sett Ion 0(c) of the Department of Transportation Act: 40 VAC. 
1655(c)). 



Amtndmtnt 67-10 

Visual Acuity Rtquirtmtnts for Mtdtcal Cwtiflcatts; 
Um of Contact Lonsot 

Adopt*!: Octobor 12, 1976 Effective Doctmbor 21, 1976 

(SvWUkW In 41 >.t. 44431. Oclstwr 11, If?*) 

The purpose of thi* amendment to Part 07 of the Federal Aviation Regulations li to 
permit the u*e of con t net lenses (a* well a* eye glasses) to satisfy the distant visual 
acuity requirement of Part 07. 

Interested |ier*on* have lieen afforded an opportunity to participate In the making 
of this amendment b> a Notice of Proposed Rulemaking (Notice No. 75-83) issued on 
Septemlier 2, 1975. and published In the Federal Register on fteptemlter 10, 1975, (40 F.R. 
42024). Du» <x>nslderstlon has lieen given to all comments -vcehed In response to that 
Notice. 

Notice No. 75-88 was Issued In response to a petition for rulemaking submitted 
by the Aircraft Owner* and Pilots Association (AOPA) by lette* dated March 8, 1974. 
AOPA petitioned for amendment of the medical standards of Part 87, specifically to 
authorise the use of contact lenses for meeting visual requirements for all classes of 
airman medical certificates. In support of Its petition, AOPA contented that experience 
shows that the use of contact lenses produces no sudden unpredictable hasards to flight, 
and that once In place, a contact lens Is not easily dislodged. AOPA also pointed out 
that In some situations contact lenses are superior to glasses because they do not obstruct 
the peripheral visual field as do spectacle frames, and further that contscMens use Is 
more compatible with the wet ring of certain protective equipment. 

The FAA has recognised the Increasing popularity and use of contact lenses in the 
Cnlted Mates, and certain advantages of these lenses over spectacles. While the medlcsl 
standards of Part 67 of the Federal Aviation Regulations specifically provide that ac- 
ceptable vision correction shall be achieved through the use of glasses, Statements o* 
Demonstrated Ability (special Issuances) have been Issued tc applies nta pursuant to 
1 67.19 of the Federal Aviation Regulations, permitting the use of contact lenses to .or- 
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rect dl*tant visual acuity, "ontact lenses Uiat correct near ritual acuity haw not been 
cumddcred acceptable for svlatlon duties. To date, these special Issuances nave been 
granted tnil> ii|nhi submission if deUlled reporta by eye specialist* and after review of 
th<*c nimrtK bv FAA mimical personnel. This administrative procedure ban frequently 
d*-lit>ed the Initial medical certification of applicants who wish to wear contact lenaea to 
meet dim ant \ iMimi acuity standart'a. 

A* pointed out In Notice 7&-BS, FAA experience Indicates that, these evaluation 
rejmrN bate bad limited value Hi uncovering significant pathology or evidence of com- 
plication* that would contralndlcate the use of contact lenses In the performance of 
aviation duties. In addition, the agency It unaware of any accldenta or Incidenta In 
which tlie use of contact lenses by airmen was a contributing factor. 

One hundrrd thlrty-seven comments were received In response to thin proposal 
Most of the comment* received were favorable. Ave expressed no opinion, and one opposed 
the proposed amendment. The comment n opposition to the proposal stated that the 
po**lhllltj of dl*1odgement of lenses mlirht adversely affect safety. 

Severs! commentator* suggested that contact lens wearers be required to carry 
"backup" *)a«*o« to replace their contact lenses In the event the lenses are dislodged 
during operation of an aircraft. 

In developing Notice No 7*-*3 the FAA considered requiring contact lens wearers 
to cnn> an extra pair of coi.tact lenses or glasses while performing airman duties. The 
TAA concluded, however, that the likelihood of losing one or both lenses during flight 
w*« of sufficient magnitude to warrant such a requirement. Moreover. It was note* 
that should an Individual lose one lens and attempt to Improve vision with "backup" 
claw. h« would most likely have to remove the remaining lens and that under am 
circumstance*, corneal molding from the lens would not pertn!t full Interchange of 
eiises n»d glasses. Furthermore. If s ..a was lost during a critical phase of ht. 
th w would l». no opportui.lt> to replace the lens with s "liacknp" contact lens and the 
airman might lie Utter off under *o*e circumstances with only one lens In place. 

The FAA ha* determined that the question of whether tlie airman should routinely 
earn a *pare pet of lense* (contact lenses or glasses), may be left to the individual 
without adver*elv affecting aviation safety. It should he noted that present regulations 
do not reqMre "backup" glass*, when glasses are needed to meet the visual acultv stand- 
ard,, even though gla**e* n.av he misplaced or dropped, just as with contact lenses 
Then- ha. l-^en no Indication that the absence of such s requirement has In any wav 
compromised *afety. 

Additionally several commentators stated that effects of corneal molding from 
wearing contact 1»nses may create difficulties In assessing an applicant's uncorded dls- 
tant visual nclt* at the time of examination. Tl»e commentators pointed out that such 
c r .miMance* could Interfere with the snproprlate application of existing visual acuity 
* andnrdM that require applicants for first- and second-class medical certificates to have 
dl*tant visual acuity of at least 20/100 m each eye separately, without correction. 
. . T I I " FA * M, * VOP thnt tMn P"t«tlal pmblen, does not require recnlatnrv action si 
this time Designated Aviation Medical Examiners will be provided guidelines for the 
^ablation and te*tlng of applicants who wear contact lenses. 

An applicant «hose uncorrected x \ mn ) acuity Is substantial* affected bv recent u*e 
of eontnet 1,„so* «m 1^ advl*ed not to wear the lenses for a period of time and then 
«lll lie re-examined. 

T»e FAA believes that the use of contact lenses to nrrect distant visual acultv will 

toJE^ **X t mM * tnd ! htt ^ ■ dm ' n " t "»»" «pertenced bv applicants 
in obtaining special Issuances tinder | 67.10 will be avoided hy amending Part 67 to permit 
the tise of contact lenses as well as eye glasses. 

Those smcndm*nts are made under the authority of sections 1118(a). 601 and 602 
< TZ?™ 1 ATl "i ,n ? Aft * 1WW « n ™C. 1«M. 1421, and 1422) and section 6(c) 
of the Department of Transportation Act (40 r.RO. 16M(c)). 

In con*lderatlon of the foregoing. 1167.18(b)(1). C7.lo(h)(i) and 6717(h)(1) of 
Part 67 of the Federal Aviation Regulations are amended effective Dec+mher 21. 1P76. 
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Part 67 — Mtdical Star 

Subpart A — General 

1 47.1 Applicability. 

This subpart prescribes the medical stand- 
ards for issuing medical certificates for air* 
men. 

• 47.11 Issue. 

An applicant who meeta the medical stand- 
ards prescribed in this Part, based on medical 
examination and evaluation of his history and 
condition is entitled to an apnropriate medical 
certifi ute. 

167.13 First-dan medical certificate. 

(a) To be eligible for a first-class medical 
certificate, an applicant must meet the require- 
ments of paragraphs (b) through (f) of this 
section- 

[(h) Eye: 

(0 ) Distant visual acuity of 20/20 or bet- 
ter in each eye separately, without cor- 
rection; or of at leant 20/100 in esch eye 
separately corrected to 20/20 or better with 
corrective lense* (places or contact lenses) 
in which case the applicant m^y he qualified 
only on the condition that he wears those 
corrective lenses while exercising the privi- 
leges of hi^ airman certificate.] 

(2) Near vision of *t least v = 1.00 at 18 
inches with each eye separately, with or 
without coi recti ve glasses. 

(3) Xorma) color vision. 

(4) Normal fields of vision. 

(5) No acute or chronic pathological con* 
dition of either eye or adenexae that might 
interfere with its proper function, might 
progress to that degree, or might be aggra- 
vated by flying 

Oi ' (Am* 47-10. Iff li /!!//*> 



arcb and Cartificutfon 

(6) Bifoveel fixation and vergencephoria 
relationship sufficient to prevent a break in 
fusion under conditions that may reasonably 
occur in performing airman duties. 

Tests for the factors named in subparagraph 
(6) of this paragraph are not required except 
for applicants found to Lave more than one 
prism diopter of hyperphoria, six prism diop- 
ters of eeophoria, or six prism diopters of 
axophoria. If these values are exceeded, the 
Federal Air Surgeon may require the applicant 
to be examined by a qualified eye specialist to 
determine if there is bifoveel fixation and ade- 
quate vergencephoria relationship. However, 
if the applicant is otherwise qualified, he is 
entitled to a medical certificate pending the 
results of the examination. 

(c) Ear, note, threat, and equilibrium: 

(1) Ability to-* 

(i) Hear the whispered voice at a dis- 
tance of at least 20 feet with esch ear sepa- 
rately: or 

(ii) Demonstrate a hearing acuity of at 
least 50 percent of normal in each ear 
throughout the effective speech and radio 
range as shown by a standard audiometer. 

(2) No acute or chronic disease of the 
middle or internal ear. 

(3) No disease of the mastoid. 

(4) No unhealed (unclosed) perforation 
of the eardrum. 

(A) No disease or malformation of the 
nose or throat that might interfere with, or 
be aggravated by, flying. 

(«) No disturbance in equilibrium. 

(d) Mental and tieitroJogir: 
(1) Mental. 

(i) No established medical history or 
clinical diagnosis of any of the following: 

I 
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(a) A personality disorder that is 
se\ere enough to lm\e repealed!) mani- 
fested itself by o\ert acts. 

(b) A psychosis. 

frj Alcoholism. As used in this, 
section, "alcoholism" me.ms a condition 
in which a person's intake of alcohol is 
great enough to damage his physical 
health or personal or social functioning, 
or when alcohol has become a pre- 
requisite to his normal functioning. 

Of) Drug dependence. As used in 
this section, "drug dependence" means 
a condition in which a person is ad- 
dicted to or dependent on drug* other 
than alcohol, tobacco, or ordinary 
caffeine-containing beverages, as evi- 
denced by habitual use or s clear sense 
of need for the drug. 
(11) No other personality disorder. 

neurosis, or mental condition that the 

Federal Air Surgeon finds— 

(a) Makes the applicant unable to 
safely perform the duties or exercise the 
privileges of the airman certificate that 
he holds or for which he is applying: or 

(b) May reasonably be expected, 
within two years after the finning, to 
mnke him unable to perform those 
duties or exercise those privileges; 

and the findings are ba<ed on the case his- 
tory and appropriate, qualified, me dical 
judgment relating to the condition involved 
(2) Neurologic. 

(i) No established medical history or 
clinical diagnosis of either of the follow- 
ing: 

(a) Epilepsy. 

(b) A disturbance of consciousness 
without satisfactory medical explana- 
tion of the cause. 

(ii) Xo other convulsive disorder, 
disturbance of consciousness, or neurologic 
condition that ths Federal Air Surgeon 
finds- 
fa; Makes the applicant unable to 

safely perform the duties or exercise the 
prhilegee of the si. man certificate that 
he holds or for which he is applying; or 
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(b) Maj reu tonal jIj be exiweted, 
within two yeors after tlie finding, to 
make him unable to perform tltaee 
duties or exercise those privileges; 
»nd tlie findings ire based on tlie case his- 
tory and appropriate, qualified, medical 
judgment' relating to the condition m- 
tohed. 

(e) fard<ova$cular: 

(1) No established medical history or 
clinical diagnosis of — 

(i) Myocardial infarction, or 
(») Angina pectoris or other evidence 
of coronary heart disease that the Federal 
Air Surgeon finds may reasonably be ex- 
pected to lead to myocardial infarction. 

(2) If the applicant haa passed his thirtv- 
fifth birthday but not his fortieth, he must, 
on the first examination after his thirty-fifth 
birthday, show an absence of myocardial in- 
farction on electrocardiographic examina- 
tion. 

(3) If the applicant has passed his for- 
tieth birthday, he must annually show an 
absence of myocardial infarction on electro- 
cardiographic examination. 

(4) Unless the adjusted maximum read- 
ings apply, tho applicant's reclining blood 
pressure may not be more than the maxi- 
mum reading for hia age group in the fol- 
lowing table: 



Orwop 


(rwllnlM bl-wyl 
prt ««ur* la mm t 


A6io*t+A maximum 

In mm ) 1 
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Xr»t*lir 


Pitifffilli 


30-29 

40-19 
SO and 


140 
143 
155 


as 

as 

96 
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99 

100 


orer 


100 


99 


170 


100 



* rw u aeeucut at tmm so mn a •«« wimm 

fKllftlM MMl KMNIV It «Mtf t*M fht MttM 

wMInf far fete »«« stmis wSaat carSiu u4 
UAmt cMilttoM, afttr cattatota auOavaafatsr 
aaaatiaattaa. ara immi to to> mt) 



(5) If the applicant is at least 40 years of 
age, he must show a degree of circulatory 
efficiency that is compatible with the safe 
operation of aii craft at high altitudes. 
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An electrocardiogram, made Recording to 
acceptable standards nnd techniques within 
the 90 days before an examination for a first- 
clnss certiorate, is accepted st the time of the 
physical examination as meeting the require 
ments of subparagraphs (2) and (3) of this 
paragraph. 

(f) Gfhftaf medical condition: 

(1) Ko established medical history or 
clinical diagnosis of dinbetes mellitus that 
requires insulin or any other hypoglycemic 
drug for control. 

(2) Xo other organic, functional, or struc- 
tural disease, defeat, or limitation that the 
Federal Air Snrjreon finds — 

(i) Makes the applicant unable to safely 
perform the dune* or exercise the privileges 
of the airman certificate that hehoM3or for 
which he is applying: or 

(ii) May reasonably be expected, within 
tiro years after the finding, to make him un- 
able to perform those duties or exercise 
those pri\ ileges: 

and the findings are based on the case history 
nnd appropriate, qualified, medical judgment 
relating to the condition involved. 

167.15 Stcond-clou medical certificate. 

(a) To be eligible for a second-class medical 
certificate, an applicant must meet the require- 
ments of p*r*<n-aphs (b) through (f) of this 
section 
[(h) Eye. 

[(1) Distant \i*na1 acnit;. of 20/20 or het- 
tei in each eye separately, without correc- 
tion: or of at least 20/100 in each e\e 
stpnrnteh collected to 20/20 or better with 
coirectnr lenses (glasses or contact lenses), 
in which case the applicant may lie qualified 
only on the condition that he wears those 
coiiTct»\e lensei while e*ercising the privi- 
leges of his ainnsn certificate J 

(2) Enough accommodat ; ontO pass s test 
prescribed hy the Administrator based pri- 
marily on ability to read official aeronauti- 
cal maps. 

(3) Normal fields of vision. 

(4) No pathology of the eye, 

o * < Am* sr-te. iff ii/ai/rai 



* 

(5) Ability to distinguish aviation signal 
red, aviation signal green, and white. 

(6) Bi fovea] fixation and vergencephoria 
relationship sulicient to prevent a break in 
fusion under conditions that may reasonably 
occur in performing airmail duties. 

Tests for the factors named in subpara- 
graph (6) of this paragraph are not required 
except for applicants found to have more than 
one prism diopter of hyperphoria, six prism 
diopters of esophoria, or six prism diopters of 
exophoria. If these values are exceeded, the 
Federal Air Surgeon may require the appli- 
cant to be examined by a qualified eye specialist 
to determine if there is bifoeeal fixation and 
adequate vergencephoria relationship. How- 
ever, if the applicant is otherwise qualified, he 
is entitled to a medical certificate pending the 
results of the examination. 

(c) Ear. nose, throat, and equilibrium: 

(1) Ability to hear the whispered voice at 
8 feet with each ear separately. 

(2) No acute or chronic disease of the 
middle or internal ear. 

(3) No disease of the mastoid. 

(4) No unhealed (unclosed) perforation 
of the eardrum. 

(5) No disease or malformation of the 
nose or throat that might interfere with, or 
be aggravated by, flying. 

(6) No disturbance in equilibrium. 

(d) Mental and neurologic: 
(2) Mental. 

(i) No established medical history or 
clinical diagnosis of any of the following: 
fa) K personality disorder that is 
severe enough to have repeatedly mani- 
fested itself by overt acts. 
(I) A ps3*chosis. 

(c) Alcoholism. As used in this 
section, "alcoholism* 1 means a condition 
in which a person's intake of alcohol is 
great enough to damage his physical 
health or personal or social functioning, 
or when alcohol has become a pre- 
requisite to his normal functioning. 
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fd) Drug de|*ndence. As used in 
this section, *drup dej«ndence" means 
s condition in which u ]*rson is ad- 
dicted to or dei>endent on drugs other 
than alcohol, tobacco, or ordinan 
csffeine-containinp be>erap*s, as evi- 
denced by habitual use or a clear sense 
of need for the drnp. 
(11 ) Xo other |>ersona!ity disorder, 
neurosis, or mental condition that the 
Federal Air Surgeon finds— 

fa) Makes the applicant „ nn We to 
safely iierform the duties or exercise the 
privilepes of tlie mrmnn certificate that 
he holds or for which he is applying; or 
ft*) May reasonably be expected, 
within two years after the .Indinp. t 0 
make him unahle to perform those 
duties or exercise those privileges: 
and the findings are based on the case his- 
tory and appropriate, qualified, medical 
judpment relating to the condition involved. 
(2) Neurologic 

(0 Xo established medical histon or 
clinical diagnosis of either of the follow- 
ing- 

(a) Epilepsy, 

(h) A disturbance of consciousnes« 
without satisfactory medical explana- 
tion of the cause. 

(ii) Xo other convulsive disorder, 
disturbance of consciousness, or neurologic 
condition that the Federal Air Surgeon 
finds— * 

(a) Makes the applicant unahle t 0 
safely |*rform the duties or exercise the 
privilepes of the airman certificate that 
he holda or for which he ia apply inp; or 
(h) May reasonably be expected, 
within two years after the finding, to 
make him unable to perform those 
duties or exercise those privileges; 
and the findings are based on the c*.se his- 
tory and appropriate, qualified, medical 
judgment relating to the condition in- 
rolved. 

(•) Cardiovatcular.- 

(1) Ko established medical histon- or 
clinical diagnosis of— 
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(i) Myocardial infarction: or 
<n) Anpnin ]*ctori» or othei evidence 
of coronary heart disease thai the Federal 
Air Surgeon finds msy reasonably be ex 
]wcted to had to myocardial infarction, 
(f) Gene wl medical condition: 

(1) Xo est^l/iished medical history or 
clinical diagnosis of diabetes mellitus that 
requires insulin or any other hypoglycemic 
drug for control. 

(2) Xo other organic, functional, or struc- 
tural disease, defect, or limitation that the 
Federal Air Surgeon finds— 

(i) Makes the applicant unable to safely 
perform the dutiea or exercise the priv- 
ileges of the airman certificate that he 
holds or for which he ia applying: or 

(ii) May reasonably be expected, within 
2 years after the finding to make him 
unable to perform those duties or exercise 
those privileges: 

and the findings are based on the case history 
and appropriste. qualified, medical judgment 
relating to the condition involved. 

I *7.\7 Thfrst-cl«ss mes»c«! csfffllctfe. 

(a) To be eligible for a third-rlas« medical 
certificate, an applicant limit meet the require- 
ments of ]>ampraph« o») through (f) of this 
section. 

fyr: 

CfD Distant visual acuity of 20 .Worlwt- 
tei in each eye separately, without correc- 
tion; or if the vision in either or both eye* 
i* poorer thsn 20 '50 snd is corrected to 20 30 
or Iwtter in each eye with rorrccthe len*c- 
(gla»w* oi contact lenses), the applicant 
may he qualified on the condition that he 
i\ears those corrective lenses while exercis- 
ing tlu privileges of hia airman certifica'e.J 

(2) Ko serious pit hoi or of the are. 

(8) Ability to distinguish aviation signal 
red, aviation aignal green, and white, 
(c) Ear$. nc§e. throat, and toviffbrium ; 

(1 ) Ability to hear the whispered voice at 
3 feet. 

(2) Ko acute or chronic disease of the 
internal ear. 

Oi I (Am* S7.1t. Iff 11/11/74) 
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($) No disease or malformation of the 
nose or throat that might interfere with, or 
be tggrni nted by, flying. 

(4) No disturbance in equilibrium, 
(d) Mental and neurologic; 

(1) MenUl. 

(i) No established medical history or 
clinical diagnosis of any of the following: 

(a) A personality disorder that it 
severe enough to have repeatedly mani- 
fested itself by overt acts, 

(h) A psychosis. 

(t) Alcoholism. As used in this 
section, "alcoholism** means a condition 
in which a person's intake of alcohol is 
great enough to damage hit physical 
health or personal or social functioning, 
or when alcohol has become a pre- 
requisite to his nonrial functioning. 

fd) Drug dependence. As need in 
this section, "drug dependence** means 
a condition in which a person is ad- 
dicted to or dependent on drugs other 
than alcohol, tobacco, or ordinary 
caffeine-containing beverages, at evi- 
denced by habitual use or a clear sense 
of need for the drug. 

(ii) No other personality disorder, 
neurosis, or mental condition that the 
Federal Air Surgeon finds— 

(a) Makes the applicant unable to 
safely perfoim the duties or exercise the 
privileges of the airman certificate that 
he holds or for .rhich he is applying; or 
fb) May reasonably be expected, 
within two years after the finding, to 
make him unnble to perform those 
duties or exercise those privileges; 
and the findings are based on the cose his- 
tory and appropriate, qualified, medical 
judgment relating to the condition involved. 

(2) Neurologic, 

(i) No estsblished medical history or 
clinical diagnosis of either of the follow- 
ing: 

(a) Epilepsy. 

fb) A disturbance of consciousness 
without satisfactory medical ex pi ana- 
tion of ^the oause^ 



6 

(ii) No other convulsive disorder, 
disturbance of consciousness, or neurologic 
condition that the Federal Air Surg? - 
finda — 

(a) Makes the applicant unable to 
safely perform the duties or exercise 
the privileges of Uk, airman certificate 
that he holds or for which he is 
applying; or 

(b) May reasonably be expected, 
within two years after the finding, to 
make him unable to perform those 
duties or exercise those privileges; 

and the findings are based on tlte case 
history and appropriate, qualified, medical 
judgment relating to the condition in* 
volved. 

(e) Cardioraicutar: 

N 'l) No established medical history or 
clinical diagnosis of— 

(i) Myocardial infraction; or 

(ii) Angina pectoris or other evidence 
of coronary heart disease that the Fed- 
eral Air Surgeon finds may reasonably 
be expected to lead to myocardial infarc- 
tion. 

(f) General medical condition; 

(1) No established medical history or 
clinical diagnosis of diabetes mellitus that 
require* insulin or any other hypoglycemic 
drug for control ; 

(2) No other organic, functional or struc- 
tural disease, defect, or limitation that the 
Federal Air Surgeon finds— 

(i) Makes the applicant unable to safely 
perform the duties or exercise the priv- 
ileges of the airman certificate that he 
holds or for which he is applying; or 

(ii) May reasonably be expected, within 
2 years after the Ending, to make him 
unable to perform those duties or exercise 
those privileges; 

and the findings are based on the case history 
and appropriate, qualified, medical judgment 
relating to the condition involved. 

I 67.1 1 Special Issue: aperotlenal limitations. 

(a) A medical certificate of the appropriate 
class may be issued to an applicant who does 
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not meet the medical sundirds of this Ptrt, 
under the following procedure*: 

(1) The Federal Air Su.geon may in hit 
discretion find that s special medical flight 
or practical test, or specie! medical evalua- 
tion, should be conducted to determine 
whether the applicant can perform his duties 
under the airman certificate he holds, or for 
which he is applying, in a manner that will 
not endanger safer j m air commerce during 
the period the certificate would be in force. 
Upon such a finding, the Federal Air Sur- 
geon authorizes the conduct of that test or 
evaluation The Federal Air Surgeon may 
also consider the applicant's operational ex- 
perience fc» this purpose 

If the Federal Air Surgeon author- 
ize* a procedure under subparagraph (1) 
of this p.uagraph, the applicant must show 
to the satisfaction of the Federal Air Sur- 
geon, by the prescribed procedure, that he 
can perform those duties m the manner re- 
ferred to in subparagraph (1) Upon such 
a showing, the Federal Air Surgeon issues 
to the applicant a medical certificate of the 
appropriate class. 

b) Any operational limitation on, or limit 
oi. 'he duration of, a certificate issued under 
this section thot the Federal Air Surgeon 
determines is needed for safety shall be speci- 
fied on the airman or medical certificate held 
by, or issued to, the applicant. 

(c) An applicant who has taken a practical 
or flight test for a medical certificate under 
this section, and who hts had a medical certifi- 
cate issued to him under this section as s re- 
sult of that test, need not take the test again 
during later physical examinations unless the 
Federal Air Surgeon determines thnt 
physical deficiency has become enough more 
pronounced to require such an additional teat. 

(d) Except for air traffic control tower 
operators, this section does not apply to an 
applicant who fails to meet the requirements 
of |ge7.l8(d)())(i), (d)(2)(i), (e)(1), 
or (f)(1), 67.15(d) (l)(i), (d)(2)(i), <e), 
or (f)(1), or «7.l7(d)(l)(i), (d)(2)(i), 
(e), or (f)(1). A medical certificate issued 
to an air traffic control tower operator who 
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does not meet the requirements of any of those 
■actions is valid only for performing an traffic 
control tower operator duties. 

(e) The authority exercised by the Federal 
Air Surgeon under paragraphs (a), (b), and 
(c) of this section is also exercised by the 
Chief, Aeromedical Certification Branch, Civil 
Aeromedical Institute, and each Regional 
Flight Surgeon. 

1 67.20 AppliceNent, certfflcotts, leebeeks, 
repertt, end recerdi: feliMcotlen, re- 
predvcfien, «r tlteretlen. 

(a) Xo person may make or cause to be 
made — 

(1) Any fraudulent or intentionally false 
statement on any application for a medical 
certificate under this Part ; 

(2) Any fraudulent or intentionally false 
entry in am logbook, record, or report 
that is required to be kept, made, or used, 
to show compliance with any requirement 
for any medical certificate under this Part; 

(3) Any reproduction, for fraudulent pur- 
pose, of any medical certificate under this 
Part; or 

(4) Any alteration of any medical cer. 
tificate under this Part. 

(b) The commission by any person of an 
act prohibited under paragraph (a) of this 
section is a basis for suspending or revoking 
any airman, ground instructor, or medical 
certificate or rating held by that person. 

Subpart B — Certification Procedures 
I 47,21 Applicability. 

This subpart prescribes the general proce- 
dures that apply to the issue of medical cer- 
tificates for airmen. 

I 47.23 Medical examtnafient: whe may five. 

(a) Firtt r?(u$. Any a\i„non medical ex- 
aminer who is specifically designated for the 
purpose may give the examination for the 
first class certificate. Any interested person 
may obtain a list of these aviation medical 
examiners, in any area, from the FAA Re- 
gional Director of the region in which the 
area is located. 
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(b) Second clou and third dan. Any *vi* 
ation medical examiner niny give the examine' 
tton for the second or third dan certificate. 
Any interested person may obtain a lift of 
aria tion medical examiners, in any area, from 
the FAA Regional Director of the region in 
which the area is located. 

I 47.25 Deles olien of authority. 

(a) The authori;y of the Administrator, 
under section 602 of the Federal Aviation 4a 
of lt» ',40 VJS C. 1422), to issue or deny 
medical certificates is delegated to the Federal 
Air l-.-geon, to the extent necessary to— 

(1) Examine applicants for and holders 
of medical certificates for compliance with 
applicable medical standards; and 

(?) Imie, renew, or deny medical certifi- 
cates to applicants and holders based upon 
compliance or noncompliance with appli- 
cable medical stai.'i >Ha 

Subject to limitations in this chapter, the 
authority delegated in subparagraphs (1) and 
(2) of this paragraph ia also delegated to 
aviation medical examiners and to authorized 
representatives of the Federal Air Surgeon 
within the FAA. 

(b) The authority of the Administrator, 
under Midsection 314(b) of the Federal Avi« 
ation Act of lltfS (40 U.S.C. 1355(b)), to 
reconsider the action of an aviation medical 
examiner is delegated to the Federal Air Sur- 
pe«ii. the Chief. Aeromedical Certification 
Bmnrh. Civil Aeromedical Institute, and each 
Regional Flight Surpeon. Except where the 
Applicant does not meet the standards of 
**07.1*(<l)<l)(i), (d)(2)(i), (e)(1), or 
(f)(1). fiT.i:»(d)(l)(i), (d)(2)(i), (e), or 
(f)(1), or 67.l7(d)(l)(i), (d)(2)(i), (e), 
or (f)(1)* any action taken under this para* 
graph other than by the Federal Air Surgeon 
is subject to reconsideration by the Federal 
Air Surgeon. 

A certificate issued by an an At ion medical 
examiner is considered to be affirmed as issued 
unless an FAA official mimed in this para* 
graph on his own initiative reverses that issu- 
ance within 90 days after the date of issuance. 
However, if within 60 days after the date of 
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issuance that official requests the certificate 
holder to submit additional medical informa- 
tion, he may on his own initiative merse the 
issuance withiu CO days after he receives the 
requested information. 

(c) The authority of the Administrator, 
under section 609 of the Federal Aviation Act 
of 1958 (49 U.S.C. 1429), to re-examine any 
civil airman, to the extent necessary to deter- 
mine an airman's qualification to continue to 
hold an airman medical certificate, is delegated 
to the Federal Air Surgeon and his authorized 
representatives within the FAA. 

I 47 2? Denlol of medical certfflcoto. 

(a) Any i*rtfon who is denied a medical 
certificate by an aviation medical examiner 
may. within 80 days after the date of the 
denial, apply in writing and in duplicate to 
the Federal Air Surgeon. Attention: Chief, 
Aero nedical Certification Branch, Civil Aero- 
mec'' al Institute, Federal Aviation Admin* 
ist ration, P.O. Box 26060 , Oklahoma City, 
Okla. 73123, for reconsideration of that denial. 
If he does not apply for reconsideration during 
the 80 day period after tht date of the denial, 
he is considered to have withdrawn his appli- 
cation for a medical certificate. 

(b) The denial of a medical certificate— 

(1) By an aviation medical examiner is 
not a denial by the Administrator under 
section 602 of the Federal Aviation Act of 
1958 (49 U.S.C 1422); 

(2) By the Federal Air Surgeon is con- 
sidered to be a denial by the Administrator 
under that section of the Act; and 

(3) By the Chief. Aeromedical Certifi- 
cation Branch, Civil Aeromedical I' Mi tuts, 
or a Regional Flight Surgeon 4 ; considered 
to be a denial by the Administrator under 
that section of the Act where the applicant 
does not meet the standards of g§ 67.18 

(d) (l)(i), (d)(2)(i), (e)(1), or (f)(1), 
67.15(d) (l)(i), (d)(2) (i), (e), or (f)(1), 
or 67.l7(d)(l)(i), (d)(2)(i), (e), or 
(f)(1). 

Any action taken under { 67.25(b) that wholly 
or partly reverses the issue of a medical cer- 
tificate by an Wation medical examiner is tht 
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denial of • medical certificate under this para, 
graph (b). 

<c) If the issue of a medical certificate is 
wholly orparth reverted upon reconsideration 
b) the Federal Air Surgeon, the Chief, Aero* 
medical Certification Branch, Civil Aeromedi- 
cal Institute, or a Regional Flight Surgeon, 
the person holding that certificate shall sur- 
render it. ui>on request of the FA A. 

167.2* MedlCQi certificates by senior flight 
surgeons ef Armed Forces. 

(a) The FA A has designated senior flight 
surgeons of the Armed Forces on specified 
militerr posts, stations, snd fscilities, as svi- 
ation medical examiners 

(b) An aviation medicsl examiner described 
in paragrsph (a) of this section may give 
physical examinations to applicants for FAA 
medical certificates who are on sctive duty or 
who are, under Department of Defense medi- 
cal programs, eligible for FAA medical cer- 
tification as civil airmen. In addition, such 
an examiner ma} issue or deny an appropriate 
FAA medical certificate in accordance with the 
regulations of this chapter and the policies of 
the FAA 
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(c) Any interested person may obtain a list 
of the military* posts, stations and facilities at 
which a senior flight surgeon has been desig- 
nated as an --nation medical examiner, from 
the Surgeon General of the Armed Force con- 
cerned or from the Chief, Aeromedical Cer- 
tification Branch, AC-180, Department of 
Transportstion, Federal Aviation Administra- 
tion, Civil Aeromedical Institute, P. O. Box 
25082, Oklahoma City, Oklahoma 73125. 

1*7.31 MecJlcel records. 

"Whenever the Administrator hnds that ad» 
ditional medical informtion or history it oecev 
aary to determine whether ar applicant for or 
the holder of a medical certificate meets the 
medicsl standards for it, he requests that per- 
son to furnish thai information or authorise 
any clinic, hospitsl, doctor, or other person to 
release to the Administrator any available in- 
formation or record* concerning that history. 
If the applicant, or holder, refuses to provide 
the requested medicsl inforr.ztion or history 
or to authorise the release so requested, the 
Administrator may suspend, modify, or revoke 
sny medicsl certificste thst he holds or may, 
in the case of an applicant, refuse to issue s 
medical certificate to him. 
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INSTRUHIONS FOR PREPARATION ANO SU*MITTM Of EllCTROCAROlOGRAM 

1 Submit only original ECG tracings Photostat* are not acceptable. 

2. ECG must be ..ken within 90 days prior to FAA physical examination. 

3. C t electrode placement as follows. 

V-l-At the 4th right interspace at the sternal border. 
V-2-At the 4t!i !? r t interspace at the sternal border. 
V-3-Halfwiy between leads V-2 and V-4. 
V-4- At th>; 5th left interspace on the midclavicular line. 
V-5-Halfway between V-4 and V-6, 

V-6-Oa a line dropped perpendicularly from V-4 to the midaxillary iine, 

4. Show standardization on i ids I and V-l. 

5. Cut leada I. II. and III six nch';. long, leads AVR, AVL, AVF, and all V leads two 
in r hes long. (Guide provided ab^e for measurements.) 

6. Arrange leedj in the order shown is line 3 above; mark lead number in u ^r left 
hand corner ".n the front of each segment 

7. Print applicant's name on the FRONT of the lead ' \ ortion of tracing. 

B. Staple all tracings to identification card below at point indicated; tear off identifica- 
tion card along perforate ; attach to Form FAA-8500-t!, and mail to: 

Federal Aviation Administration 
Aeromedical Certification Branch 
P.O. Box 25082 

Oklahoma City, Oklahoma 73125 

TVW O* PRINT All IDENTIFYING INFORMATION REQUIRED KlOW 
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DEPARTMFNT OF TRANSPORTATION 

l\ jeral Aviation Administration 
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DENIAL LETTER 



Consideration of your application for airman medical certification and 
the medical examination completed on 

discloses that you do not meet the standards prescribed in section(s) 



of the Federal Aviation Regulations (FAR) because of the following 
conditions: 



Therefore, pursuant to the authority delegated to me by the Administrator 
o' the Federal Aviation Administration {FA A) , your application for 
issuance of an airman medical certificate is hereby denied. 

This denial does not constitute an action r£ the Administrator under 
section 602 of the Federal Aviation Act and Is subject to reconsideration 
by the Federal Air Surgeon or his/her authorized representative. A 
request for such reconsideration may be made Pursuant to section 67.27, 
Part 67 of the FAR, by submitting a written request to: 

Federal Air Surgeon 

Attn: Chief, Aerorredical Certification Branch, AAC-130 
Federal Aviation Administration 
P. O. Box 260B0 

Oklahoma City, Oklahoma 73125 

In the event that a request for reconsideration is not made within 30 
days of this action, we will assume that you have withdrawn your 
application for an airman medical certificate. 

You are advised that it nlawful under the FAR for you to exercise 

airman privileges u .less you hold an appropriate medical certificate. 
Further, it is unlawful for the holder of a medical certificate to 
exercise such privileges if he/she has a known medical history or 
condition which makes him/her unable to meet the physical requirements 
for that certificate. 

Sincerely, 



FAA Form 8500-2(6-81) 
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DEFARTMENT or TRANSPORTATION 
Fvaaral Aviation Adainiatration 



INFORMATION FOR APPLICANTS DENIED AIRMAN MEDICAL CERTIFICATES 

you have baan daniad tha iaauanea of an airman aadlcal cartificata for tha 
raaaona atatad in tha covar lattar. Th* daciaion conatitutaa a danial by tha 
Administrator of tba Padaral Aviation Adainiatration (FA A) undar taction €7.27 
of tha Fadaral Aviation Ragulationa and taction 602(b) of tha padaral Aviation 
Act of 1959 (49 USC 1422). Tharafora, you aayi 

a. Accapt tha daciaion that you do not aaat ti > aadiral atandarda undar 
Fart €7 of tha Fadaral Aviation Raqulationa, which caaa no furthar 
action ia raquirad on your part. Thia doaa not Jaopardiaa your right 
to aubait a futura application. 

b. Patition tha FAA for an axaaption from tha applicable raqulraaanta of 
Part 47 of tha Fadaral Aviation Ragulatlona. in cona Ida ring auch a 
patition, tha Fadaral Air turgaon will obtain opinlona of conaultant 
aadlcal apacialiata aa conaidarad appropriata and will ^ataraina 
vhathar tha grant of an axaaption In your particular cat* would ba in 
tha public intaraat, daipita a pravioua finding that you do not Mat 
praacribad ragulatory atandarda. You aay ba raquaatad to provida 
additional intonation to dataraina your qualifications for an axaap- 
tion. A patition for axaaption aay ba aubaittad In tha fora of a 
lattar in duplicata addraaaad tot 

Dapartaant of Tranaportation 
Fadaral Aviation Adainiatration 
Actantioni AAM-200 
too Indapandanca Avanua, t.N. 
Waanlngton, D.C. 20591 

c. Patition tha National Tranaportation tafaty board (NTtt) within 40 
daya aftar thia danial for a ravlaw of tna Adainiatrator'a action* aa 
providad in taction 402 of tha Fadaral Aviation Act. Tna NTtt Rulaa 
of Fractica raquira that aucb a patition contain a atataaant of tha 
facta on which tha patltlonar'a caaa raata. Tha ntsb aay hold a 
formal haarlng, at which tiaa tha Adainiatrator, by lagal counaal, 

* would praaant docuaantary avidanca and oral taatlaony by aadlcal 
apaclellata tup porting cha daciaion that you do not aaat tha raquira- 
aanta of Fart 67 of tha Fadaral Aviation AwgulaMona. Tha pat it ion* r 
la glvan a alallar opportunity to praaant avidanca and taatiaony at 
tha haarlng. Tha Adainiatrator'a danial of your application la baaad 
upon tha racorda which you bava aada aval labia to tha FAA. If you 
obtain additional aadlcal avaluatlona or racorda, yt*i anould aubait 
coplaa to tha FAA prior to any haarlng bafora tha NTtt. 

A patition for NTSl ravlaw aay ba aubrlttad In tha fora of a lattar 
addraaaad tot 

national Tranaportation tafaty board 
•00 ?ndapandanca Avanua, t.N. 
Naahlngton, D.C. 20594 

It anould ba notad that whlla you hava tna right to patition tha NTtt within 
40 daya following tha Idair.lttrator'a danial undar Fart 47, no aiailar appa&l 
to tha NTtt aay ba aada oa tha baala of a danial of aa axaaption. Toarafora, 
if you daalra to patition tba FAA for an aaaaptlon, but alao wiah to auraua 
your praaant right for ravlaw by tha NTtt, you aay aubait both potltlona and 
a&y raquaat tha NTtt tc hold It a action in abayanea ponding out coma of your 
raquaat for an aaaaptlon , A» unfavorabla daciaion concarning a patition for 
aaaaptlon will not ba prejudicial In action bafora tna NTtt. In a alallar 
aanner, a daciaion by tna NTtt that a vat it ion* r doaa not aaat tba aadlcal 
atandarda of Fart 67 will not advaraaly affact eonaldaratlon of a patltloa for 
axaaption. 
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0£f*»TwIhI 0' TRANSPORTATION* FEDERAL AVIATION ADMtNIST RA TlON 

REPORT OF EYE EVALUATION 
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MEDICAL CERTIFICATE _ 



AND STUDENT PILOT CERTIFICATE 
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HEPOUT Of MEDICAL EXAMINATION 
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OEFANTMENT OF TftAWOlTATlM AA-7424357 

MEDICAL CERTIFICATE CLASS 

AND STUDENT PILOT CERTIFICATE 



THIS CERTIFIES THAT (Futt mme mni mddrrn) 
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WEIGHT 
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Itilt clou el Modfcol CortHkolo. ond 
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STUDENT FftOTS ARE FROHIttTED FROM CARRYING PASSENGERS 



DATE OF EXAMINATION 



EXAMINER'S SERIAI NO 



SIGNATURE 



TYFED NAME 



AIRMAN'S SIGNATURE 



MA FORM 1420 2 HO Hi SUPflSfOCS FtfviOUl fOlUO* 

ERJC 
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DEPARTMENT OF TRANSPORTATION 
FEDERAL AVIATION ADMINISTRATION 

MEDICAL FORMS AND STATIONERY REQUISITION 


CONCUR 


ROUTING SYMBOL 


DATE 


Please send me the quantity of items requested below 


QTY 


FAA FORM 
OR ENVELOPE 


TITLE 




FAA 8025 2 


Aircraft Accldprt w*di ca i Info 




FAA 850CM 


Neer Vision Acuity Test Card 




FAA 8500 2 


Letter of Damal 




FAA 8500 7 


Rap on of Eya Evaluation 




FAA 8500*8 


Application for Airman Medical Certificate 




FAA 8500-1 1 


Medical Forma and Stationery Requisition 




FAA 8500-12 


Instruction! for Completion of Application for 
Airman Certificate 




FAA 8500-14 


Opftthalmological Evaluetion for Glaucoma 




FAA 8500-1 7 


Specif teat torn for Initial Evaluation, Abnormal 
Carbohydrate Metabolism 




FAA 8500-18 


Specif icatiom for Followup Evaluation, Abnormal 
Cerbohydrete Metabolism 




FAA 850019 


Cardiovascular Evaluetion Specifications 




FAA 8500 21 


Authorization for the Reieese of Medicel Informetion 
to tha FAA 




Envtlopti 


Aeromedicei Certification, Self Addressed 




Envelopes 


Reg.oral Office, Self -Addressed 














FAA DESIGNATION ND 


DATE 


NAME OF AME DR MILITARY INSTALLATION 


STREET ADDRESS 


CITY ANDSTATE 


r ■».» roof 



C AA form 8600-11 (980) supersedes previous edition 
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DEPARTMENT OF TRANSPORTATION 
FEDERAL AVIATION ADMINISTRATION 

INSTRUCTIONS FOR COMPLETION OF APPLICATION FOR AIRMAN MEDICAL CERTIFICATE 
OR AIRMAN MEDICAL AND STUDENT PILOT CERTIFICATE, FaA FORM 1500 8 

limit 1 through 24 of the application will be filled in completely bi the applicant using bslljv ,nt pan or indelible penclL Exert suf- 
ficient pressure to rr«Ve legible copies. Aophcam wi.i indicate type of cart if ic Ma for which ha »■ applying (tpaca Provided uppar 
right-hand comer of form). T « following numbered instruction* appl> to the numbered items on the application torn: 



I. FULL NAME - To ba printed A roamed woman will hat the 
family n*ma o: the husband first, than har given name and 
maiden nana 

2A. ADDRESS - To ba printed Give permenen ma ling ad- 
dress, and counir Include ZIP code after State 

2ft. SOCIAL SECURITY NUMBER 

2C PLACE OF BIRTH - (Student Pilot Applicants only) 

X DATE OF BIRTH - Specify month day, and year Ab^re 
vista *e month with letters e g Apr 30. 1923. 

A HEIGHT - In inches to the nearest Yi inch 

& WEIGHT - To the n ear* » i pound 

4. COLU9 OF HAIR - Specify as brown, black blond, gray, 
or real. U bald, ao etate Do not abbreviate 

7. COLOR OF EVES - Specify brown black blue hazel, 
gray . or (Teen Do not abbreviate 

B. SEX - Indicate stale or female 

•A. CLASS OF MEDICAL CERTIFICATE APPLIEO FOR - 
Check applicable block 

•ft. TYPE OF AIRMAN CERTIFICATE(S) HELD -Check 
applicable block. 

10. OCCUPATION - Indicate asejor employment "Pilot" will 
be used only for tnvie gesningtheir livelihood by .lying 

II. EXTENDED ACTIVE DUTY MEMBER OF - Appliea only 
to present members of the errrvd forces, and doea not include 
reservists serving on 2-week active duty toura. Enter serial 
number. MILITARY SERVICE NO • Required of all former and 
active military personnel. 

12. EMPLOYER - State "inployer If self-amp loved, so sMte 

IX LENGTH OF TIME IN PRESENT OCCUPATION - Yeara 
by employer noted in item 12 

14. PRIMARY TYPE OF FLYING - indicate whether rejonty 
of fifing is for busineaa or for pleasure 

11 CURRENTLY USE ANY MEOICATION fincludind are 
«Vop»J - Check "no" or "yes " If "ree" is checkad, atata 
type and purpose 

14. TOTAL PILOT TIME TO OATE - Give total number of 
hours civil snd/or rnillteiv Indicate whether logged or e-ti 
mated Abbreviate at Log or Est 
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17. TOTAL PILOT TIME L A'T 4 MONTHS - Give number of 
hours civil and/ar military in the t- month period immadiataly 
preceding date of th 5 application, ladicate whether logged 
or estimated. Abbreviate as L»»g. or Eat 

II HAS AN FAA AIRMAN MEDICAL CERTIFICATE EVER 
BEEN DENIED, SUSPENDED, DR REVOKED - Check "yes" 
or "no." It "res" ia checked, give date of action. 

It. HAVE YOU, AS A PILOT, HAD AN AIRCRAFT ACCIDENT 
WITHIN THE PAST 2 YE ARS- Check "yes" or"no " If "res" 
is checked, give dste of accident. 

20. DATE OF LAST FAA PHYSICAL EXAMINATION - If 
none, so state 

31. MEDICAL HISTORY - Each item undor thi. heading must 
be checked either "res" or '*no. M For all items checked "yes" 
s description of the condition will be given is the "Remarks" 
section If explanation has bee a given on previous report (s). 
and there mas bean no change in the condition, applicant may 
at ate "previously explained na change." Of particular impor- 
tance arc conditions which have developed in the interim since 
your last PAA physical examination. REMARKS - Amplify aoy 
items checked "yaa" under "medical klatory." If mora space 
Is needed, use plsin sheet of paper bearing eifieture of appli- 
cant. 

22. HAVE YOU EVER BEEN ISSUED A STATEMENT OF 
DEMONSTRATED ABILITY (VAI VE*) - Cha ck "no" or 
"yaa." If "yes" la checked, enter physical 'facta as noted 
on the waiver, and waiver senal number in the apacea pro- 
vided U waiver can tains no aerial number, ao atata. 

:X MEDICAL TREATMENT WITHIN PAST S YEARS - List 
all conditions for which a doctor was consulted- Oive data. and 
address of Physician ar hospital, and briefly atata reason for 
conaultwg doctor. If explanation has beam given on previous 
report(a). and there has boon ao change in the condition, appli- 
cent may stste "previously explained, no change " Of par- 
ticular importance are conditions which have developed in the 
interim since your laxt FAA physical examination. 

24 APPLICANT'S DECLARATION - To ba signed end dated 
by the applicant, after he has read the declaration. 



HAVE ALL BLOCK S BEEN COMPLETED ? 



FEDERAL AVIATION ADMINISTRATION 
OFFICE OP AVIATION MEDICINE 



ERIC 



271 



267 



/ r,rm Af*"" ** Bvdttl Hurt** \«» "0* Rftlt\ 



DEPARTMENT OF TRANSPORTATION FEDERAL AVIATION ADMINISTRATION 

OPHTHALMOLOGIC*!. EVALUATION- FOR GLAUCOMA 


t OATC 


2A NAHf Of AIRMAN 


| 19 0* T C Or tiRTM 




2C ICS 


1 AOOR f %i Or AIRMAN 


4 HISTORY - R«CCrd p«rt.n«nt hitto 


t f*ti *n4 pffnt C««1C«rntng g«n«r«l h««ltn *r>4 »< 


luot 




5 FAMlL* HISTORY of glaucoma 


6 DIAGNOSIS 


A TYPE Ch*..,*,.- 

^ IIH^LC W 1 01 ANGLE O'tN »hGH '_ CLOltO AXOH NARROW 


ANGLE ANOLC CLOIurC 


ft oijcovr ry-» t- •«*«.» 


•<>«n FAA |hf|i(|l lil»<nliilfl «Ctft« i|rmff«int rt4uc«<« 






C CONURBATION- T •n a « l «lr,c >«w 

AND DATE CON FIRMED 
A 

** 






GIVE METHOO S RESUl TS 


7 MjRGERY- 


A IF SURGERY HAS BEEm PERFORMED INDICATE WHICH EYE AnD TYPE OF SURGERY 


ft IS SURGERY ANTICIPATED WITHIN 24 MONTHS'* 
^2 Yfs *ROi»l|_C NOT LIKELY 


1 INITIAL RESPONSE T 0 T HE R AP Y - lr*rfi««f« r«tuttt ,ncfudm| ttt«n V ih (,*«u* n <» a „4 t r p« •**•••"•''•'»*"••** th *' ""*• 


9 PRESENT TREaTMEnT-Ib^i**! 


• acact typ« urangth IraquanCr mm* «l mtico 


,or> 


M.ng ut«4 


tC ADEQUACY OF CONTROL 


A DESCRIBE PRIOR CONTROL INCLUDING SERIAL TOnDmE T RiC FinDinCS CHANGES in viSUaL F iElOS ETC 


ft MAXIMUM InTRaOCUI aR PRESSURES" RE L ATt ON SHI f TOOaiLY MEOiCaTiON 'It kna 






C INTRAOCULAR PRFSSURE 


o o jo 1 


TE IT METHOO ulEO 


TIME 1INCE LAST VEOICATION 


NOT r- PirMurc. thoutd NOT be i«i 


fti wiihfft ? hour* after u%e ol m*di t inon unl*^ 1 (1 B i« 
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•1 FIELD 0^ VISION- R«t#id phri>«l«fc«l t*4 p«ih«Uf.c*l pmttpY &f«| ■> c«*tt«l »itw*l f ff«M • p •.>»•«•• 
•ntf «f t«nf «nl »cr««n w>mf arkit* t«tt • b|«ct - FOH*A HO CHAHTS 


A 010 tKAMlNEC *C*N CL*UCt OH CONTACT LfNtO DUN 
1*1 Tl|t» t$0tl*h fAithj 


D Hit OF TOT ODJCCT UtCO DITH TAMOCMT tCHCCH 


12 VISUAL ACUITY-ftacarrf '< - Ilrm li»r«f infer* J 




Tf >T MCTHOO UtCO 




UNCORRECTED 


( 


:p«S<;Tt 


D 


A, DISTANT 






0 o 


0 ft 


o.u 


0 D 


0 ft 


0 U 




TOT MFTMOO UtCO 




UNCORRtCTCD 


CORRECTED 


ft. Ml AD 






0 0 


0 ft 


0 u 


0 0 


0 ft 


0 u 


C 'MPOHTANT-l' c hmU«A' antf 


hart •> >n*»il<f|r c«ff ■»*•> •y«f«30'30 


a* fcVfflf. f i 








13 PRESENT CORRECTION 






0 0 


0 s 






ftPMf NC- CyUnOCPj- A lit 




tPMf NE-CVUMOC N- 


AXIft 




t_ GLAStO 


_ 'CONTACT LCNtO 
















14 PUPILS- 


St«f««i*nt •( f«l«Ti<r« «nd (••{«>•« «f tk* »M» 


■ It t« «ccwf>«d«ii*A «na lifK*, m 


tk • ••(!•! 




ta any 


IS OPHTHALMOSCOPIC- J«ie..k« «» r 


»•<,•?. Kit fitff) ntmt 


in •>'k«« ay* an fundutcaftiC •» 


ll«in«tiMi 




c.al 




















It SLIT LAMP- R«««rd f«tullt •' ■■■> lamp • ntlien ol ••tk mym .kut ina,c«1«a 


17 FUSION- 


E Itrmm lui.on ability and 


»tot« rntlhia* u*ta tn 














llA TYPEDNAME AND AODRESS OF OPHTHALMOLOGIST 


KB SIGNATURE OF OPHTHALMOLOGIST 



*l t 60»f*hMtNT * imtimC omcCt lit 1tt/>t« 
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DCPaRTmENT Of TRANSPORTATION 

rCDCAAL AVIATION ADMINISTRATION 

SPECIFICATIONS FOR INITIAL EVALUATION 
ABNORMAL CARBOHYDRATE METABOLISM 

It li of priory Importance chit • good ban line be eetebliehed for 
airmen eeeklng medical certlf icatlon when there la in indication of 
dieturbence of cirbohydnte metebollem. When prior clinicel infor- 
■ition exliti (hoepltel recorde, leboretory report! , out-petient 
reaumea, etc.) thle ehould be eubmltted. When the prior information 
■ubmitted includea data required below, the teata need not be updated 
if no more than 90 daya old at the time of examination. Actual electro- 
cardiographic traclnga ahould be forwarded with the evaluation report. 

1. General medical hletory, complalnta. 

2. Family and peraonal hlatory relative to dlabetea. 

3. Helg'nt and weight with explanation 0 f iny recent changea in 
weight. 

4. Ophthalmoacoplc examination. 

5. Vibration aenae of the extremltlea. 

6. Cardlovaacular examination: 



A. Hlatory apeclflc for cardlovaacular diaeaae. 

B. Blood preaaure (brachial arterlea; alttlng) 

C. Circulatory efficiency in extremltlea. 

D. Standard 12-lead reet«ng electrocardiogram. 

E. Double Meater'e exerclee elec t roc erdio gram (unleee medlcelly 
contrelndlceted; protocol etteched). 

F. Blood lipid determination (total choleaterol and tri- 
glycerldea) . 

7. Report of cheat x-ray. 

8. Urinalyaia for apecific gravity, albumin, eugar and acetone. 

?. Statement concerning present need for inaulin or other hypo- 
glycemic medication for maintenance of control. If medication 
haa previoualv been required for control of carbohydrate 
metabollam, ep t Mfy typea and date that le'eat medication waa 
discontinued,* 

1 >. Flood glucoae determination. 

A. If a prior "diegnoetic" glucoae tolerance teat (GTT) haa been 
made, the rtaulta ahould be aubmltted along with current 
faa:lng and 2-hour poatprandlal blood augar teat reaulta (with 
urine augar and acetone flndlnga). 

B. If no prior GTT dlagnoatlc for dlabetea, a current GTT ahould 
be aubmltted (3-hour acceptable, 5-hour preferred). 

* IMPORTANT NUTE: Certification will be conaldered only if adequate 
control can be accompllahed and maintained without uae of hypoglycemic 
druga. If uae of medicetiun h*a only recently been diecontinued, contiol 
la to be demonatrated by fee ting and 2-hrur poatprandlal blood augar 
teata taken at 30-day intervala during a 90-diy period. Prior etudlea 
may be acceptable. Urine augara a.c. and h.a. are helpful. 
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In sll blood augar teating the following information ahould be f -xniahed 
in addition to the numerical ncaa-reioent : 

1. Applicant preparation and teat load (aee below-GTT). 

2. Nature of aarnple (plaama or whole blood). 

3. Test method with notation aa tj»e laboratoi;- *a "normal" 
value and whether correction factora have already been 
incorporated to ma'<e readinga equivalent to whole v-noua blood. 

Blood sugai test- ahould be specific (true blood glucoae), anch aa the 
Somogyi- Nelson ur Autoanalyzer. The Folin-Wu ia non-apecif ic . Values 
obtained from -apillary blood (as by finger prick) can be converted 
roughly to "true" glucoae valuea (whole venoua blood) by aubtr acting 
30 mg por 100 ml. Autoanalyztr results are uauallv plaama glucoae levels, 
whic. generally are 25 mg. per 100 ml. higher than whole venoua blcod. 

A postprandial blood sample should be dra^n 2 houra following iugeation of 
100 grams of carbohydrate (loading doae? Thia may be accompliahed by a 
sol tion containing 100 grams of glucoae, by one oi the commerical prepa- 
rations containing an equivalent load, or where intolerance or nauaea ia 
anticipated, by a meal auch aa the following: 

>anana, 8 ozs. cereal, I slices white bresd with butter 
8 ozs. milk and 4 ozs. orange juice. 

A ft lucusa tolerance test conducted for FAA medic, 1 cert if let tion purposes 
will follow these guidelines: 



whirh may alter carbohydrate metaboliam (inclu ing large doae* of 
asoiriii or nicotinic acid) ahould be avoided. 

Applicant fasts a t midnight preceding the day of the teat (8-16 hra.) 
Fasting blood and urine specimens are obtsined (prefersbly in the A.M.) 
A loading dose of no more than 100 grams of glucose is ingested 
(water load ahould not be excessive). 

Bloo(. ••»«! urine glucose ait determine^ at 30 mimosa, one hour, 
two hours »nd thre* hours after ingestion of the losding dose 
(<. and 5-h n aamplea are helpful bu' not required). 
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DEPARTMENT OF TftANSPOftT T|qh 
FCOCftAL AVlATIO* AOMlNlSTlt.TlON 

SPECIFICATIONS FOR FOLLOWUP EVALUATION 
ABNORMAL CARBOHYDRATE METABOLISM 

1. Signifi-ent Interval hletory. 

2. Weight with explanation of any changea el nee laat examination. 

3. Ophthalnoacopic exanination. 

4. Vibration aenae of the extremities . 

5. Full explanation of any interim problema in maintaining conatant 
-ontrol without uae o hypoglycemic druga. 

6. Current faating and 2-hour poatprandial blood augar detenninationa 
with urine augar and acetone findinga. 

7. Blood preaaure and «— significant interim hiatory of cardiovaacular 
eymptomatology. 

8. gating electroc irdiogrei, (annually). At leaat for thoae Firat and 
Second Clwe applicanta over age 40, a more thorough cardiovaacular 
aaae**ment ia to be made annually, to include an appraiaal of 
circulatory efficiency and exerciee ele< trocardiogram (protocol 
attached if required with *rie evaluation; never required if 
medically contraindicated) . 

A poatprandUl blood aample .hould be drawn 2 houra following ingaation of 
100 grama of carbohydrate (loading doae). Thia may be accompli.hed by a 
aolution containing 100 ^remr of glucoae, by ^ne of t*ie commercial 
preparation containing an equivalent !-ad or, where intolerance or neueea 
ia anticipated, by a me/ 1 auch aa the following: 

Banana, 6 oca. c.<r#t!, 2 alicea white bread with butter 
8 oza. milk and -» oca. orange Juice. 

In all McvJ augar teating ihc following information .hould be furniahed 
m addition to the numerical measurement: 

1. Applicant preparation an d teat load. 

2. Nature of aample — pleama or whole blood. 

3. Teat method with notation ia to the leboretory'e "normal" 
value and whether correction factora have already been 
incorporated to make re'dinga equivalent to whole venoua blood 

Blood augar teata ahc 1* oe . -cific (true blood glucoae), -U ch aa the 
Somogyi-Nelion or Aut^analycer. The Folin-Wu ia non-apecific Value* 
obtained frc 0 carlilary blood (aa by finger prick) can be converted 
roughly to true" glucoae valuea (whole venoua blood) by aubtracting 
30 mg. per 100 ml. Autoe-elycer raaulta are uaually plaaou glucoae 
levela, which generally are 25 mg. per 100 ml. higher than whole venoua 
blood . 
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DEPARTMENT OF TRANSPORTATION 
FEDERAL AVIATION ADMINISTRATION 

CARDIOVASCULAR EVALUATION SPECIFICATIO 'S 

These specif icatuns have been developed by the Federal Aviation Adminisi ration (FA A) to determine 
an applicant s Higibiliry for airman medical certification Standardization of examination methods and 
reporting is essential to provide sufficient basis for making this determination and the prompt 
processing of applications This cardiovascular evaluation, therefore, must be reported in sufficient det.ii I 
to permit a clear and objective evaluation of the cardiovascular disorder s) with emphasis on tnedtjjret 
of functional recovery a».i prognosis lr must be performed b) a special i" in internal median, or 
cardiology and should be for*ard?d to the FA A immediate!) upon completion Inadequate rvahwrion or 
reporting, or failure to promptly submit the report to the FA A, may delay the ctrtificationdtcisum Asa 
minimum, the evaluation must include the following 

I. MEDICAL HISTORY. Particular reference should be give.i to cardiovascular abnormalities 
— cerebral, » isceral, and/or peripheral A statement must be included as to whether medications are 
current 1) or have been recently used, and if so, the type, purpose, dosage, duration of use and other 
pertinent details must be given A specific history of any anticoagulant drug therap) is required In 
addition, an) history of hypertension must be fully developed and if thiazide diuretics ar; being taken, 
values for serum potassium should be reported A comment should b included on am important or 
unusual dietaiy programs 

l\. F/ M1LY, PERSONAL, AND SOCIAL HISTORY. A statement of the ages and health status 
of parents and siblings is necessaiy, if deceased, age at death and cause should be included Also, an 
indication of whether any near blood relative has had ' heart ffttacks," hypertension, diabetes or kikran 
disorders of lipid metabolism must be provided Smoking, drinking and recreational habits of the 
applicant are pertinent as well as wh her a program of physical fitness is being maintained Comme nts 
on the level of physical activities, functional limititions, occupational and J vocational pursuits are 
essential. 

HI. RECORDSOF PREVIOUS MEDlCALCARE.lt not previously furnished to the FAA,acop> 
of pertinent hospital records as well as out-patient treatment records, with clinical data, x-ray and 
laboratory observations and cop.es of or original serial EKG tracings, should be provided Detailed 
reports of surgical procedures as wel" as cerebral and coronary arteriography and othe.- major diagnostic 
studies are of prime importance. 

IV. GENERAL PHYSICAL EXAMINATION. A kief description of arv comment worthy 
personal characteristics; height, weight, representative blood pressure readings in both arms. 
funJusco / ic examination of retinal arteries, condition of peripheral arteries, carotid artery auscultation, 
heart size, rate, rhythm and description of murmurs (location, intensity, timing, and opinion as to 
significance) and other findings of consequence must be provioed 

V. LABORATORY DATA. As a minimum, must include actual test values of: 
A Routine urinalysis and complete blood count. 

B Blood chemistries (values and normal ranges of the laboratory) 

Fa A ?orm 8500-19 (3-77) Supersedes 1 revious Edition 
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1 Serum cholesterol and triglycerides atier 12- to 16-hour fast 

2 Blood uric acid after 12- to 16-hour fast 

3 Fasting blood sugar If the fasting blood sugar is elevated, include at least a three-hour glucose 
tolerance test following glucose loading for the three preceding days 

4 Blood urea nitrogen 

5 Protem-bounJ iodine, if indicated, and reports of any other diagnostic studies which nu> hn\t 
been recently performed 

C Recent PA and lateral chest x-rays (provide films if abnormal) 
D Electrocardiograms 

1 Resting facing 

2 Exercise stress test 

a State methodology used 

b Provide blood pressure determinations at rest, at each stage of the exercise stress test nnd 
during the recovery period 

*■ Submit representative EKG tracings for the control, exercise and ecovery periods 

- Jbtain recovery EKG ♦racings until theie is a return to the contro 1 configuration and or 
unti' the control level of heart rate _"»as been achieved 

NOTE: The information obtained through a determi nation of cjrrent cardiO\ascular cjpacin and an 
evaluation of strain enc* points under the stress of rhythmic exercise is considered essentul to the 
determination of fitness of any applicant with suspected or known cardiovascular disejse Current 
practice indices that a stress test on a treadmill, using either Bruce or Balke protocol is optimum m 
providing the desired performance data Alternatively, an ergometer test that results in a degree < it uorL 
of approximately 85 percent of the age-predicted maximum capacity using heart rate end poinu i> 
acceptable All usual medical precautions should be followed in prescreemng. election tn test testing mC, 
follow-up on applicants who undergo exercise stress testing The resting tracing should be re\ ie«ed b\ 
the examining physician for exidence of acute coronary •♦•'jfficiency. recent myocardial infarction «»r 
repolarization abnormalities EKG evidence of recent, urn >^ected myocardial change or infarction 
would contraindicate exercise testing Please state reasons if the exercise stress test is medic .ilh 
contramdicated 
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DEPARTMENT OF TRANSPORTATION owa 
FEDERAL AVIATION ADMINISTRATION 

AUTHOIIZATION FOR THE IELEASE OF MEDICAL INFOIMA' ~M 
TO THE FEDEIAl AVIATION ADMINlSTIATlON 



TO WHOM IT MAY CONCERN 



bom on _ 



(But* •, '>»i(ryl 



, presently residing tt . 



hereby authorize any physician or other pet^i who has atfmded, examined or treated me, or any clinic, 
hospital, institution, roiiijmiiy, or Federal, ^t,iU or municipal npenry, offire or bure/u wliwli mny hare 
infoni Rtioi! roiiceriiinj: ni) medical lnworj.to relea*? to tlie Administrator of tlte Federal A\iition Adminis- 
tration, or his medita 1 representif i\ e an> a\atlable information or mord« concerning m> medical hutory in 
their knOAlrdpe or posBesstnti 

This authorization >s g"*n pursuant to Section 67 31 oi Pirt «7 of the Federal Aviation Regulation^ to 
provide additional information nece sary to determine whether I meet the applicable medical standards for 
an airman medical certificate I hold or for which I have made application 



I have also been known by the following ntme(i) - 



A reproduction of this authorization shall be deemed aa effective »nd talid at the original 

(Siffftaturt) 

(Dolt) 
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STANDARD VISION LIMITATIONS * 



The following contains FAA'e standard terminology to be used, when applicable, on the alraan 
aedlcal certificate. This terminology aay not be changed or modified. 



MEDICAL CER\.nCAT1 



-CLASS 



n cm»m i»ut (r*M mmt mmi t4dnm) ~ 



D*l» Or MM 



km w*t ft* M*«tMt t**4«f* pf*Hk*4 In Wmtt »T P«**r«l 



NOT VALID FOR NIGHT FLIGHT OK BY 
COLOR SIGNAL CONTROL. 



DAItOf tlAMMlhON 



MQ*MHMf 



»** POSM IMS-t ftf T» lUMftMMI MlVIOUf IMTMN 

Def i cisnt Color Vision 



MEDICAL CERTIFICATE, 



— OASS 



«W1 CtftiTiDiMai (pen mmmt»*d mddrm 



0»»i or tr* 


"4*Nt JwfKJMJ 


MM 




Si 


•»•* *. «,«c*4 t*-<*»^, rwut!' in f art «; 

* ,Wt »" ••f><«MWH »•« m* chHt MWtMl tllTlflMll 





HOLDER SHALL POSSESS CORRECTING 
GLASSES FOR NEAR VISION WHILE 
EXERCISING THE PRIVILEGES OF 
HIS/HER AIRMAN CERTIFICATE. 



(Mil Of HAMMahOM 



'AA H SM IMS-I < ISM MJMtMOII 'alVIOUS IMTtOH 

Dsfsctivs Hear Vision 

* NO OTHER LIM3TAT T 0NS MAY BE PLACED ON THE MEDICAL CERTIFICATE 
BY THE EXAMINER. 



STANDARD VISION LIMITATIONS * 



The following contain* FAA's standard terminology to be used, when applicable, on the airman 
medic. 1 certificate. Thia terminology may not be changed or modified 



WunWT Of II IWM WW 



MEDICAL CERTIFICATE- 



MEDICAL CERTIFICATE— 



Mil CUtwmS nut (fmK mm •** wddrmt) 



M'l Of MtM MtlOMt Wf«HI MA« 



HOLDER SHALL WEAR CORRECTING 
LENSES WHILE EXERCISING THE 
PRIVILEGES OF HIS/HER AIRMAN 
CERTIFICATE. 



Ualt Of (tMMNAtOH 



tUMMlri Miui n0~ 



ItffON.Ml 



'»* 'OftM I MO KW-7S) SU'f Ml f I MfVlOUl 101T1ON 



Oaff 0/ WM MIIGM1 WflCMT MAM 



*■•» «•> #>• tn> #wa » ■'••*'■>•« la »»rt »7 Patfarai 

a . *n«» ■aa / «l*H*«» *•> *u clata t» MWtMl Carflftaata 



HOLDER SHALL WEAR LENSES THAT 
CORRECT FOR DISTANT VISION AND 
POSSESS GLASSES THAT CORRECT FOR 
NEAR VISION WHILE EXERCISING THE 
PRIVILEGES OF HIS/HER AIRMAN 
CERTIFICATE. 



4M1N i UGNatUf* 



•aa form asoo ♦ do-rn lurfisfOf i Mivtous iwrron 



3 



De f ective Distant Vision 



Combined Deft tl ve Distant and Near 
Vision 



ERIC 



* NO OTHER LIMITATIONS MAY BE PLACED ON THE HE PICA I CFRTIPICATE 
BY THE EXAMINER. 



281 




ERIC 



282 



278 



FEDERAL AVIATION ADMINISTRATION 
kgGI OMS AND REGIONAL/CENTER DFFICE ADDRESSES 



ALASKAN REGID N - Alaska 

Regional Flight Surgeon, AAL-300 
Federal Aviation Administration 
P. D. Box 14 
701 C Street 

Anchorage, Alssks 99513 
Phone: (907) 271-5431 

CENTRAL REGIDN - Iowa, Kansas, 
f'iasourir Nebraska 

Regional Flight Surgeon, ACE-300 

Federal Aviation Administration 

Federal Building 

601 East 12th S reet 

Kansas City, Missouri 64106 

Phone: (816) 374-5096 

Aaat. Regional Fligh -Ju^geon 

Federal Aviation Administration 

Ola the ARTCC 

1301 Eaat Loula 

Dlathe, Kansas 66061 

Phone: (913) 782-5300, Ext. 237 

EASTERN REGION - Delaware, District of 
Columbia, Maryland, New Jersey, New 
York, I-ennaylvania, Virginia, West 
Virginia 

Regional Flight Surgeon, AEA-300 
Federal Aviation Administration 
Federal Building 
JFK International Airport 
Jamaica, New York 11430 
Phone: (212/ 995-3742 

Asst. Regional Flight Surgecn 
Federal Aviation Admin -* iition 
Washington ARTCC 
Interaection Route 7 t _>4 
Leesburg, Virginia 220; 5 
Phone: (703) 777-4400, Ext. ;>S9 



Aart. Regional Flight Surgeon 
Federal Aviation Adminiatration 
New York ARTCC 

Long Island MacArthur Airport 
Ronkonkoaa, New York 11779 
Pbor»: (516) 737-3546 

GREAT LAKES REGION - Illinois, 
Indisns, Minnesota, Hichigan, Dfcio, 
Wisconsin/ North Dskots, South Dakota 

Regional Flight Surgeon, AGL-300 
Federal Aviation Administrstion 
2300 Bast Devon Avenue 
Des Plsines, Illinois 60018 
Phone: (312) 694-7491 

Asst. Regionsl Flight Surgeon 

Federsl Avistion Administration 

Chicsgo ARTCC 

619 Ir.disn TraiJ Road 

Aurora, Illinois 60507 

Phone: (J12) 242-4829, 2:t. 302 

Asst. Regionsl Flight Surgeon 

Federsl Avistion Administrstion 

Clevelsnd ARTCC 

226 Eaat Lorain Street 

Oberlin, Ohio 44074 

Phone: (216) 774-1071 

Asst. Regional Flight Surgeon 
Federsl Avistion Administrstion 
Indisnspolis ARTCC 
2000 Bauman Road 
Indianapolia, Indiana 46241 
Phone: (317) 247-2239, Ext. 267 

Asst. Regionsl Flight Surgeon 
Federsl Avistion Administrstion 
Minneapolis ARTCC 
512 Division Street 
Fsrmington, Minncsots 55014 
Phone: (6121 463-3370, Ext. 196 
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NEW ENGLAND RBClOw - Connecticut* 
Maine. Maaaachuaatta, New Bampehire, 
Rhode Ialand, Vermont 

Regional night Surgeon. ANE-300 
Federal Aviation Adniniatration 
12 New England Executive Park 
Burlington, Mcaaachuaetta 01803 
Phone: (617) 273-7307 

Aaat. Regional Plight Surgeon 
Federal Aviation Adminiatration 
Boa ton ARTCC 

Northeaatern Blvd. a Har ia Road 
Naahua, New Hampshire 03060 
Phone: (6f3) 889-2148 

NORTHWEST MOUNTAIN REGION - Idaho, 
Oregon, tfaahington, Colorado, Montana, 
Utah, Wyoming 

Regional Flight Surgeon, ANM-3C0 
Federal Aviation Adaiiniatration 
FAA Building, Boeing Field 
Seattle, Waahington 98J08 
Phone: (206) 767-2710 

Aaat. Regional Flight Surgeon 
Fade* el Aviation Adniniatration 
Seattle ARTCC 
3101 Auburn Way South 
Auburn, Waahington 98002 
Phona: (206) 767-2540 

Regional Flight Surgeon 
Federal Aviation Adniniatration 
10455 Eaat 25th Avenue 
Aurora, Colorado 30010 
Phone: (303) 837-3824 

Aaat. Regional Flight Surgeon 
Federal Aviation Adniniatration 
Denver ARTCC 
2211 17th Avenue 
Longmont, Colorado 80501 
Phona: (303) 776-8108 



Aaat. Regional Flight Surgeon 

Federal Aviation /Mniniatration 

Salt Lake City ARTCC 

2150 Weat 700 North 

Salt Uke City, Utah 84116 

SOUTHERN REGION - Alabama, Florida, 
Georgia, Kentucky, Miaaiaaippi, North 
Carolina, South Carolina, Tennaaaee, 
Puerto Rico, Virgin lalanda 

Regional Flight Surgeon, ASO-300 
Fedaral Aviation Adniniatration 
P. 0. Box 20636 
Atlanta, Georgia 30320 
Phone: (404) 763-7251 

Aaat. Regional Flight Surgeon 

Fedaral Aviation Adniniatration 

Atlanta ARTCC 

299 Woolaey Read 

Hampton, Georgia 30728 

Phone: (404) 94C-3511, Ext. 312 

-at. Regional Flight Surgaon 
Federal Aviation Adniniatration 
Menphia ARTCC 
322 Democrat Road 
Memphia, Tenneaaee 381x6 
Phone: (901) 365-0900, Ext. 270 

Aaat. Regional Flight Surgeon 
Fedaral Aviation Adniniatration 
Jackaonvilla ARTCC 
P. O. Box 98 

Billiard, Florida 32346 

Phona: (904) 645-3311. Ext. 312 

Aaat. Regional Flight Surgeon 
Fedaral Aviation Adjiniatrat'on 
Miani ARTCr 

7500 WW j>*th St. 4 Palmetto Expretcway 

Miami, Flo. ida 33166 

Phona: (305) 5*2-9770, Ext. 304 
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SOUTHWLST RECIOW - Arkensss, 
Louisiana, New Mexico, Oklshom*. Texas 

Regional Flight Surgeon, ASW-300 
Federal Aviation Administration 
P. 0. Box 1689 
Fort Worth, Texaa 76101 
Phone (817) 624-/ 287 

Aaat. Regional Flight Surgeon 
Federal Aviation Admims* ation 
Albuquerque ARTCC 
6900 Los Angele- Drive, NE 
Albuquerque, New Mexico 37113 
Phone- (505) 296-0213 

Asst. Regional Flight Surgeon 

Federal Aviation Administration 

Houston ARTCC 

P. 0. Box 60308 

Houston, Texss 77060 

Phone: (713) 443-8641, Ext. 296 

WESTERN-PACIFIC REGION - Anions, 
California, Nevada, Hawaii 

Regional Flight Surgeon, AWP-300 

Federal Aviation Administration 

P. 0. Box 92027 

Worldwsy Post si Center 

Los Angeles, Ctlifrrms 90009 

P'one (213) 536-6300 

Asst. Regioisl Flight Surgeon 
Federsl Avistiot Adainistrstion 
Los Angeles ARTCC 
2555 Esst Avenue P 
Palmdsle, California 92550 
Phone '805) 947-4101, Ext. 220 

Asst. Regionsl Flight Surgeon 

Federsl Aviation Administration 

Oakland ARTCC 

5125 Central Avenue 

Fremont, California 94536 

Pnone. (415) 797-6394 

Asst Regionsl Flight Surgeon 
Federsl Aviation Admimstrstisn 
P. 0. Pox 10310 
Honolulu, Hswsn 96816 
Phone (808) 734-6693 
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ORDER 



DEPARTMENT OF TRANSPORTATION 
FEDERAL AVIATION ADMINISTRATION 



8520. 2C 



June 6, 1978 



SUBJ: AVIATION MEDICAL EXAMINER SYSTEM 

1. PURPOSE . This order provides guidelines for the edminletretlon of the 
Avletlon Medical Examine r Syetem including procedures for the ds signet ion, 
renew* 1 of dsslgnstlon, end termination of designation of Avletlon Medlcel 
Examine re (AMEs). 

2. DISTRIBUTION , This order le dletrlbuted to division level In the Offlcee 
of Avletlon Medicine, Chief Counssl, end Inveetlgetlone and Security; to 
Region Avletlon Medical Divisions; to branch level in the Civil Aeromedlcel 
Inetltute; to NAFEC Medlcel Steff; to medical offlcee In ARTCCe; and to 
deelgneted Avlstlon Medlcel Examlnere. 

3. CANCELLATION * Order 8520. 2B, Avletlon Medlcel Examiner System, deted 
Merch 11, 1977, le cenceled. 

4 . EXPLANATION OF CHANCES . 

s. The description of qusllf icstlons for AME dsslgnstlon hat been 
revleed to empheelse ths requirement for suitability in profaeelonel end 
pt eonel conduct. 

b. The fecllltlee and equipment Met hee been revleed to require en 
epproprlete eye lene vhere etenderd Snellen Teet Types ere ueed for teetlng 
of vleuel acuity, to require a etenderd light source where peeudoleo- 
chrometlc pletee ere ueed lor color vision teetlng, and to deecrlbe ths 
eudiometer required for AMEs performing first-class examinations* 

c. Crlterle for redeelgnetlon heve been modified to allow submission, 
when required, of referencee from locel prect icing physic lane ee en 
elternetlve to e etetement of membership in medlcel eocletlee or 
eeeocletlone. 

d. Referencee to FAA Order 1600.25 heve been revleed to reflect Ite 
most recent chsngs. 

e. The peregreph on font evelleblllty hss been updated. 

f. 7Ti« need for protection of FAA forms hee been stated* 

g. Minor non-eubetentlve word chsngee heve been made far form or 
to correct typogrephlcel errors. 



0i$tnbut»on: WAM/gC/SE-2 Initiated By: AAM-200 



RNAM-2; CAM- 3 
FAT-1 (Minimum) 
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5. GENERAL , Aviation Medical Examlnera, at representative! of the 
agency, assume certain responsibilities directly related to the agency's 
aafety program. They aerve In their communities aa the Federal government'! 
aviation aafety representatives where medical matter a are concerned. 

They have public reaponalblllty to Insure that only those appllcanta 
physically and mentally able to perform aafely are permitted to exercise 
the privileges of airman cartlf lea tea. In order to properly dlacharge 
the dutlea associated with theaa responsibilities, Aviation Medical 
Examlnera must maintain familiarity with general medical knowledge 
applicable to aviation. Thay also muat have detailed knowledge and 
understanding of agency rulee, regulations, policies and proccdurea 
related to the medical certification of airmen and muat possess acceptable 
equipment and adequate tacllltlea necessary to carry out the prescribed 
exam iiiatlons. 

6. PO LICY , In the aelectlon and retention of examiners, It la agency 
policy to designate only professionally qualified, practicing physic Isns 
who hsve an expressed Interest In promoting aviation aafety. Only those 
physic lens who enjoy the fullest respect of their sssoclstes and ■ember* 
of the public whom they aerve ahall be designated snd retslned ss AMEf . 

7. DEFINITIONS . 

a. Avlatlo., Medical Examiner . A physician who la designated to 
accept applications for physical examinations necessary for isaulng 
medical certlflcatea under Part 67 of the Federal Aviation Regulations, 

to conduct those physical examine tlona, to Issue or deny medlcsl certificates 
In accordance with Part 67, to laaue atudent pilot certlflcatea aa 
apeclfied In Part 61 of the regulations, and, aa requested, to psrtlclpste 
In Investlgstlng slrcrsft accldenta. 

b. Senior Aviation Medical Examiner . An Aviation Medical Examiner 
who Is speclflcslly designated to give the examinations for first-class 
medlcel certlflcatea and to laaue or deny flrat-claaa certlflcatea In 
accordance with Part 67 of the federal Aviation Regulations. 

c. Physic Isn . A Doctor of Medicine or Doctor of Osteopsthy. 

8. DELEGATION OF AUTHORITY . The Office of Avlstlon Medicine Is rne 
prlnclpel stsff element of the sgency with respect to the Avlstlon 
Medicsl Examlnar System. As the heed of ' c Office, the Fadersl Air 
Surgeon develops snd estsbllehes pollclt , plsns, procedures, stsndsrds, 
and regulations governing the Avlstlon Medlcsl Examiner System. 

The Chief, Civil Aeromedlcal Institute , ss ssslsted by the 
Chief, Aeromedlcsl Certlf Icstlon Brsnch (AAC-130), snd the Chief, Aeronedlcsl 
Educstlon Brsnch (AAC-140), la delegated authority to admlnlater the AME 
System snd to: v * N 
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(1) Designate and redesignate Senior Flight Surgeons of the 
armed forces on specified military posts, stations, and facilities as 
AMEs in coordination with the Surgeons General of the armed forces. 
Military designations are subject to procedures developed by the Chief, 
Civil Aercraedical Institute, and not the guidelines set out in this 
Order. Military AMEs shall be designated to perform second- and third- 
class examinations only. This authority may be redelegated to the 
Chief, Aeromedical Certification Branch, or to the Chief Aeromedical 
Education Branch. 

(2) Designate and redesignate physicians as AMEs (including 
Senior AMEs) who are located i n foreign countries or areas not under the 
responsibility of a Regional Flight Surgeon. This authority may be 
redelegated to the Chief, Aeromedical Certification Branch. 

b - Regional Flight Surgeons are legated authority to designate 
and redesignate physicians as AMEs (ij .eluding Senior AMEs) located 
within their geographical areas of r^oonsibility. 

9. DESIGNATION CRITERIA . 

a - Authority to Perform Second- and Third— Cl&^ Examinations . 

(1) Qualifications . The applicant for designation as an AME 
with authority to perform examinations for second- or third-class medical 
certificates and student pilot certificates must be a professionally 
qualified physician in good community standing, licensed to practice 
medicine in the state, foreign country, or area in which the designation 
is sought and must be engaged in full-time practice at a specified 
address. The applicants past professional performance and personal 
conduct must have demonstrated suitability for a position of responsibility 
and trust. Special consideration will be given to those applicants who 
are pilots, who have been military flight surgeons, or who have special 
training cr expertise in aviation .medicine. 

(2) Distribution . There must be a determined need fo- <*n AME 
in the area, based on adequacy of coverage related to pilot population. 

(3) Agreements . To become a designated AME, the applicant 
snnll be required to agree to comply with the following conditions: 

(a) Professionalism . To be informed as to progress in 
aviatiop medicine, to be thoroughly familiar with instructions as to 
technique of examination, medical assessment, and certification or 
examinees, and to abide by the policies, rules, and regulations of the 
FAA. 
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(b) Examinations . To personally conduct all medical 
examinations at an established office address. As an exception tc this 
policy, other physicians nay perform specialized parts of the examinations 
under the general supervision of the AME. In all cases, the AME shall 
review, certify, and assume responsibility for the accuracy and completeness 
of the total report of examination, and the cost to the eppllcant nay 

not exceed the amount normally charged for a complete examination by a 
single examiner. Other exceptions to this policy may be made only by 
the appropriate Regional Flight Surgeon, the Chief, Civil Aeromedlcal 
Institute, or the Federal Air Surgeon. All exceptions made by field 
personnel shall be promptly reported to the Federal Air Surgeon. 

(c) Seminars . To attend a FAA sponsored Aviation Medicine 
Seminar within one year following initial appointment and within each 

five year interval thereafter. Travel costs and other expenses for the AME 
to attend the seminars shall be paid for by the AME. 

(d) Office Address and Telephone Numbers . To promptly 
aUvise the responsible Regional Flight Surgeon or the Chief, Civil 
Aeromedlcal Institute, if appropriate, of any change in office mailing 
address or telephone numbers. These changes shall be reported by the 
Regional Flight Surgeon or the Chief, Civil Aeromedlcal Institute, as 
appropriate, to the Chief, Aeromedlcal Education Branch. 

(e) Facilities and Equipment . The applicant must have 
adequate facilities for performing the required examinations and possess 
or agree to obtain the following equipment: 

U) Standard Snellen Test Types for visual acuity (both 
nea* and distant), and an appropriate eye Lane. 

(2) Eye Muscle Test Light . May be a spot of light 0.5cm 
in diameter, a - regular muscle -teat light , or an ophthalmoscope head. 

(3) Maddox Rod . May be hand type. 

(4) Horizontal Prism Bar . RialW, Hughes, or hai.i prism 
are acceptable~"alternatives . 

{£) Color Vision Test Apparatus. Paeudoisochromatic 
plates (Ovorine, 2nd Edition; AOC Revised Edition or A0C:HHR: Ishihara, 
16, 24, or 38 Plate Editions); and Macbeth Daylight Lamp, Easel Lamp, or 
color preemption light as specified in the plate took. Acceptable 
-substitutes: Pamsworth Lantern; SAMCTT (School of Aviation Medicine 
Color Threshold Tester); Eld ridge-Green Color Perception Lantern; Titmus 
Optical Vision Tester; Keystone Orthoscope; Keystone Telebinocular. 
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(6) A Wall Target consisting of s 50- inch square surf see 
with s matte finish (may be blsck felt or dull finish psper), snd s 2-ma 
white test object (may be s pin), In s sultsble hsndle of the ssns color 
ss the background). 

{7) Other vision test equipment that Is acceptable as s 
replacement for (e)Q.) through (A) sbove Includes the American Optical 
Company Slte-Screener, Bsusch snd Lomb Orthorstor, Keystone Orthoscope 
or Teleblnoculsr, snd Titmua Vision Tester. 

(8) Other equipment includes stsndsrd physician diagnostic 
instruments snd slds including those necessary to reform urine testing. 
Those physicians who are dealgnsted to peiform first-class examinations 
slso must hsve electrocardiographic equipment and a stsndsrd pure tone 
audiometer. An acceptable audiometer la one that la calibrated to 
American Standard* Association (ASA) - 1951, American Nstlonsl Stsndsrds 
Institute (ANSI) - 1951, or International Stsndsrds Orgsnlzstlon (ISO) 
stsndsrds and is cspsble of determining, within 5 dsclbsls (dB) from 
audiometer 0 to 60 dB, the examinee's thresholds to pure tones st 500, 
1000, 2000, snd 4000 hertz (Hz). 

b. Authority to Perform ?lrst-Clsss Examinations . In addition to 
the deslgnstlon crlterls set out in psrsgrsph 9.S., crlterls for designation 
for the purpose of giving examinations for first-class medlcsl certifies tee 
sre ss follows: 

(1) Three yesrs scceptable performance as an AME authorized 
to perform second- snd third- clsss exsmlnstlons. 

(2) Need for sn AME designated to perform flrat-clsss exsm- 
lnstlons in the srea, bssed on adequacy of coverage related to pilot 
population. 

10. PROHIBITED EXAMINATIONS . An AME is not suthorlzed to perform s 
self-exsmlnstlon for issusnce of s medlcsl certificate nor to Issus s 
medlcsl certificate to him or herself. 

11- TENURE OF DESIGNATION . Designations of physlclsns ss AMEs srs 
effective for one yesr sfter the dste they sre Issued unless terminated 
earlier by the sgency or the designee. Redesignstions shsli be mads 
snnuslly. In the event of office relocstlon or chsngs in prsctlcs, s 
designation ahsll terrains te snd redeslgnetlon must bs requestsd of ths 
responsible Regional Flight Surgeon or, If spproprlste, the Chief, Civil 
Aeromedlcsl Institute. Relocstlon is defined ss s chsnge in locstlon of 
more thsn 50 miles from the sddress st the time of orlglnsl deslgnstlon 
or s move across atate, nstlonsl or reglonsl boundsrles. 
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12, PRIVILEGES Of DESIGNATION . An AME may: 

a . Accept application* for physical examlnatlona neceaeerv for 
issuing aedicel certificate* under Part 67 0 f the Federal Aviation 
Regulations. 

b. Conduct thoac phyalcal exemlnetlone under the general upTVieion 
of the appropriate agency official. 

c. Is sue or deny aedirel certlflcatea In accordance with Part 
of the Federal Aviation Regulation*, eubject to recone*deretlon by t. 
reaponslble agency otflclal. 

d. Iaaue or deny combined Airman Medical a nd Student Pilot 
Certificates . 

e. Participate In investigating aircraft accldanta as requested. 

13. PROCEDURES FOR DESIGNATION , 
s. Initial Designation. 

(1) Application , 

(«) Authority to par fori sscond- and thlrd-cleee sx smlnstlons 
only . Physic Una who request suthorlty to ysiform sscond- and third- 
clsss exam lnat lone only ahall ba required to complete FAA Form 8520-2 
(Avlstlon Medlcsl Examiner Designation Applicstion) snd eubmlt ths 
orlglnsl snd one copy to ths spproprists Rsgionsl Flight Surgeon or to 
the Chief, Civil Aeromedicel Institute, if located In e foreign country 
or other sres not under the Jurisdiction of s Rsgionsl Flight Surgeon. 

(b) Authority to perform first-class txamlnstlons. 
Phyelclsns who request euthority to perform first-clese sxsminstions ss 
well ee eecond- end third-clsss sxamlnationa shsll bs required to submit 
their requests in writing to the appropriate Regions 1 Flight Surgson, or 
to the Chief, Civil A eroded leal Institute, if locetad in s foreign 
country or other srese not under the jurisdiction of e Regional Flight 
Surgeon. 

(2) Notification . The Regional Flight Surgeon or the Clef, 
Civil Aeromedicel Institute, es sppropriete, shell adviss tJie epplicsnt 
in writing whsthsr bs or shs has been designs ttd. If dmsigv***d. ths 
physlcisn shsll ae ecnt sn spproprlstsly worded FAA Form 8000-^, 
Certificate of Deelgnstlon, snd the forms snd suppllss outlined in 
perigreph 13. e. (3) of thie order. Deeignsting officisls shsll notify 
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the Chief, Aerooedical Education Branch (AAC-140), of each designation. 
Upon receipt of notification, the Chief, Aeroraedical Education Branch, 
shall prepare and send to each designee an appropriately worded FAA Form 
8520-4, Aviation Medical Exaruner Idsntification Card. Identification 
cards shall expire one year after the date they are issued. 

(3) F orms and Supplies . The following shall be furnished 
each designee upon initial designation: 

(a) Part 11 of the Federal Aviation Regulations. 

vb) Order 8520. 3A, Guide for Aviation Medical Examiners. 

(c) Order 8025. 1A, Medical Investigation of Aircraft 
Accidents (at option of Regional Flight Surgeon). 

(d) Self-addressed envelopes for the Aeroraedical 
Certification Branch and the appropriate Regional Aviation Medical Division. 

(e) Order 8520. 2C, Aviation Medical Ey<.iiiner System 

(f ) Directory of AMEs. 

(g) A supply of the following FAA Forms and Stationery: 

6025-2 Aircraft Accident Medical Informatim (at 
option of Regional Flight Surgeon) 

8500-1 Near Vision Acuity (Test Card) 

R500-2 AME Utter of Denial 

8500-7 Report of Eye Evaluation 

C500-8 Application for Airman Medical Certificate 

or Airman Medical and Student Pilot Certificate 
8500-11 Medical Forms and Stationery Requisition 
8S00-12 Instructions for Completion of Application 

for Airman Medical Certificate or Airman 

Medical and Student Pilot Certificate, 

FAA Form 8500-8 
8500-14 OphthalraoJogical Evaluation of Glaucoma 
8500-17 Specifications for Initial Evaluation 

Abnormal Carbohydrate Metabolism 
8500-18 Specifications for Followup Evaluation 

Abnormal Carbohydrate Metabolism 
8500-19 Cardiovascular Evaluation Specifications 
8500-21 Authorization for the Release of Medical 

Information to the FAA 
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The airman medical certificate, FAA Form 8500-9, 
which is attached to FAA Form 8500-8 is sensitive 
in that its use by an unauthorized individual could 
have a detrimental effect on air safety. Accordingly, 
these forms should be aiTorded i reasonaole degree 
of protection ana any loss should be reported 
immediately to the Regional Flight Surgeon. 

b. Redesignation or Termination of Designation . 

(1) Evaluation. It is the policy of the Federal Aviation 



Administration to continuously evaluate the perivrmance of each AME. 
The Chief, Aeroraedical Education Branch, under the direction of the 
Chief, Civil Aeroraedical Institute, is responsiol* for developing and 
administering evaluation procedures for the purpose of supplying Regional 
Flight Surgeons and the Chief, Civil Aeromedical Institute, with data to 
assist them in redesignation of only those physician? k.io ha^r demonstrated 
satisfactory performance in the past and who continue to show a definite 
interest in the AME program. In addition, the Chief, Aeromedical 
CertificationBranch, in conjunction with daily certification duties, shall 
identify those AMEs committing serious certification errors and notify tSe 
appropriate Regional Flight Surgeon or, as required, the Chief, Civil 
Aeromeriica] Institute on a case-by-case basis so that appropriate action may 
be taken regarding the AME. AME evaluation includes the following: 



(c) AME interest and participation in the total program 
and availability for aircraft accident investigation. 

(d) Reports from aviation community concerning tne AME's 
professional performance and personal conduct as it may reflec f on the 
agency . 



(f) Attendance at seminars in accordance with paragraph 

9.a.<3)(c). 

(2) AME Performance Reports . For purpose of accomplishing 

xhe evaluation,- the Regional Flight Surgeons and the Chief , Civil Aeromedical 

Institute, shall be furnished the following reports: 



(a) Adequacy of Informatio n on reports wf medical 



examination (FAA Form 8500-8) 



(b) Error rate in certification of airmen. 



(e) Information from medical societies and associations. 
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(•) AME Performance Summary (Quarterly) (MS: AM 9320-3) of 
AMEe eligible for redeelgnetlon. The report shell Include but la not 
Halted to number of examination*, by claaa; number of errora; and 
medical certification caaea denied or pending. 

(b) AME Training Summary (MS: AC 8520-6) which ahall 
Ir.lude a listing of each AME with datea of attendance at aemlnars, type 
of designation (to perform first-class exsmlnatlona or to perform only 
second-and thlrd-clsaa examinations), Intereat In the Accident Investigation 
Program, and whether the AME la a pilot. 

(c) AME Performance Summary (Annually) (RI\: AM 9320-4) 
on a calendar year baala, which ahall Include, but Is not limited to, 
the same Information Hated In (2) (a) above. 

(d; Summary Comparison Report (RIS: AM 9320-2), on s 
cslendsr year bssls. This report shell Identify the number of physlcsl 
examine tlons performed In each stste and county ss contrssted with the 
number of persons requiring medlcsl certlf Icstlon In esch state end 
county, by airman category. 

(3) Criteria for Redeslgnatlon or Termlnstlon of Deelgnetlon . 

(a) Performance . Suitability for redealgnatlon ahall be 
determined In part by review of all available Information related to 
factors outlined In paragraph 13. b of thla order. 

(b) Weed . Redeslgnatlon ahall be dependent upon a 
continuing need In the area based principally upon the AME/pllot ratio 
and/or number of examine tiona performed by the AME. fellure to perform 
e elgnlf leant number of examinations during any 12-month period may be 
coneldered reeeon for not redesignating. If the type or location of an 
AME'a practice chengee, a new determination of need ehall be made by the 
reaponslble Regional Flight Surgeon or the Chief, Civil Aeromcdlcel 
Inatltute, ee epproprate. New pereonal raferencea or atetemente from 
the AM£*e local or atate medical society or osteopathic assoclstion (aa 
provided for vpon Inltlel deelgnatlon in FAA Form 8520-2) that the 
physician la a member in good i tending may be required ae appropriate. 

( c ) Pereorel Conduct . Arraet, Indictment, or conviction 
for violation of a law or ^raonel conduct that rcflecte advereely on 
the egency may be coneldered grounde to refuee to redeelgnete or to 
terminate a deelgnetlon. If an AME* a pereonal or profeeelonal conduct 
tende to bring dlecredlt upon the Federel Aviation Admlnletretlon and/or 
compromlaee the ef f ectlveneee of the deelgnetlon, the Regionel Flight 
Surgeon or the Chief, Civil Aeromedlcel Inatltute, ae epproprlete, ehall 
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eveluete tht clrcumstsnces and determine vhetnsr there Is sufficient 
cause to rsfuet to redeelgnete or, If neceeaery, to terminate daal gnat Ion. 
As required, tht appropriate Air Transportation Security Division ebell 
be requeeted to lnveetlgete and furnlah nec eatery documentetlon. 

(d) lea 1th . If an AKE hae en lllncae or mad leal condition 
that nay effect sound profaaelonal judgment or ability to par for* 
exemlnstlons. redeelgnatlon ill be refused or designation ahell be 
terminated. 

(e) Vuluntery Tt mine t ion . Upon request by ths AME, 
deelgnetlon ehell not be renewed or shall be terminated. 

(f) Other Beeeone . If, ft - any othrr reason, the reaponalble 
Reglonel Flight Surgeon or Chief. Civil Aeromedlcal Institute, aa approprletc. 
flnde It le In the beet Interest of the agency not to redesignate an AKE 

or to termlnete e deelgnetlon. the epproprlete ectlon ehell be tekan. 

(4) Procedures . 

(e) Kedee line t Ion . Sixty (60) deye prior to e deelgnetlon 
snnlvcissry dste, the Aeromedlcal Education Brench ehell forwerd FAA 
Form 6520-4. Avletlon Medical Examiner Idantlf lcetlon Card, to AKEa vho 
•est redeslgnatlon criteria as certified by either e Regional Flight 
Surgeon or the Chief. Civil Aeromedlcal Institute. If redeelgnatlon la 
deeired. the physic isn ehell detech. sign, and rateln the Identification 
Cerd portion, and complete the remainder of the form and return It to 
the Chief. Aeromedlcal Education Brench (AAC-*40). Physicians vho do 
not wish to be redesignated shall return the complete Form 6520-4 Co 
AAC-140 so thet their names msy bt removed from the roll of leaignated 
Avlstlon Hedlcel Examiners. Physicians vho fsii to return the completed 
form to AAC-140 within s reaeonable time ehell be considered as not 
desiring redeelgnatlon. and upon notification to the physician, fhe name 
shsll be removed from the rolls. AAC-140 ehell notify the responsible 
Regional Flight Surgeon end the Chief. Civil Ar'omedical Inetltute. of 
thost physicians vho dec 11ns redeelgnatlon. 

(b) lon-Esdeslgnatlon or Tirti nation of Peaignatlon . 

(1) Profeaalonel and/or Admin Is* stlvs Performance . 
If the res pons ibis Regional Flight Surgeon or ths Chief , Civil Aeromedlcel 
Inetltute. determlnee thet an AKE le performing in e profesalonslly 
aubstsnderd msimaxv, or has failed to follow sstebllehed FAA rules , 
reguletlons, policies, or procedures, the AME ehell be notified of theee 
deficiencies snd edvlead of need for Improvement. Where poeeible, s 
visit with the AME msy be Indicated. Approprlete records regarding 
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notification and contact ahall be maintained. After a reasonable period 
of time, the Regional Flight Surgeon or Chief, Civil Aeronedlcal Institute, 
aa appropriate, ahall again review the AME'a performance to determine if 
sufficient improvement has been made. If performance la atlll substandard, 
the AMI will not be redesignated or, if appropriate, procedures for 
termination of designation shsll be lnltlsted. 

(2) Non-Redes lgnatlon . If the Regional Flight 
Surgeon or Chief, Civil Aeronedlcal Institute, aa appropriate, determines 
that an AME should not be. redesignated, the AK£ shall.be notified In 
writing of the reason- for the action. A copy of the notification shall 
be sent to Chief, Aeromedlcsl Educstlon Branch, AAC-140. 

(3) Termination of Designation . If the Regional 
Flight Surgeon or Chief, Civil Aeromedlcsl Institute, ss spproprlste, 
determines that termination during th* designation year la warranted, 
documentation shsll be provided to AAC-1A0 wht«*e s letter termlnstlng 
the AM£*s designation shsll be prepared for the signature of the Federal 
Air Surgeon and forwarded to the Chief, Aeromedlcal Standards Division. 
Upon concurrence by the Chief, Aeromedlcal Standards Division, the drsft 
letter shall be presented to the Federsl Air Surgeon for conslderstlon 
snd signsture. 

C4) Return of Materials . Whether by determination 
not to redesignate ov termination of designation during the deslgnstlon 
yesr, the AME shsll be requested to return sll sgency materials (including 
Identification Card and Certificate of Designation) to the Chief, 
Aeromedlcal Education Branch, AAC-140. The Chief, Aeromedlcal Education 
Branch, shall advise the responsible Reglonsl Flight Surgeon or the 
Chief, Civil Aeromedlcsl Institute, If spproprlste, if the materials are 
not returned within a reasonable period of time ao chat appropriate 
action may be taken. 

14. AME IDENTIFICATION CARDS . Revised FAA Form 8520-4, elation Medical 
Examiner Identification Card, is prescribed by this order , snd supersedes 
the previous edition. 

15. ISSUANCE AND CONTROL OF AME IDENTIFICATION CAIOS . The need to 
assure the Integrity of the AME Identification Card system necessltstes 
that strict controls be instituted to prevent freudulent Issuance, 
Improper use, or slterstlon of this identity card. 

». Responsibility . The Chief, Civil Aeromedlcsl Institute, is 
responsible for sssurlng thst sppllcstlon forms for the AME Identification 
Card are properly reviewed and that the Issuance snd control of these 
identlf icatlon csrds sre accomplished In accordance with the general 
provisions of FAA Order 1600. 25B, FAA Identification Media. 
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b. Authorizing OfflcUli . To prevent any possible fraudulent 
Issuance of sn AKE Identification Card, the Chief, Civil Aeroaedlcal 
Institute, will designate by letter those personnel authorized to sign 
FAA Form 8520-4 as "Authorizing Official." 

c . Protection and Control of Afffi Identification Media . The 
acceptance of designat-on/redesignation portion of revised FAA Form 
8520-4, Aviation Medical Examiner Identification Card, shall serve as 
control for the Identification media. The following paragraphs of FAA 
Order 1600. 25B set forth FAA policy with respect to the administrative 
controls required for an authorized Identification system. The appropriate 
references to FAA Order 1600. 25B Include: 



(1) Mlsr«e or alteration (paragraph 22) 

(2) Loss or theft (paragraph 23) 

(3) Destruction (psragraph 24) 

(4) Surrender of ID Media (paragraph 25) 

(5) Storage and transmittal (paragraph 26) 



16. FORM AVAILABILITY . FAA Form 8520-4 la available only to AAC-140. 
FAA Form 8520-2 is stocked in FAA Depot and is available to Regional 
Aviation Medical Divisions and ARTCC Medical Offices through normal 
supply channels, NSN 0052-00-035-9004, unit of issue: set. 



H. L. REIGHA1D4 M.D. 
Federal Air Surgeon, AAM-1 
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AP fproTfl 1 - SAMPLE APPLICATION FOR M CONT'D 



TV Moving • » kM at FAA ooeeoubtc vara* ieaun« eqmpfatBi at reUied to Sevnm VII of thli fom. 



lecUee XMoot eye ckm Md «7« lane FAA Forai UOOI Hoar V»q* Aran* 

teal eard (TIM card mil be aro«ried 
Attt?i*U4 »mUtit*u» ■■ *• mm of ■ppe wwt n 

AOC SAe-Scree»r- Awpukk uWlilMi 
BauKt 4 lota* Onaorator 

KeynoM Onhoecope AOC $«rScr«encr 

Keywonc TdcbMocwUr Bawce A Lo*b Onboretor 

Projector wtUi screen Keywone Orthoscope 

Tuw Optical Vans Teeter Keyetoae TcJebiaocvlar 

Tu« Oatical Vanoo Tetter 



HonaootaJ priaai bar wnh 
graduated onto* bafanuot »«b 



to at loam I diopten 

la< MiaJm rtd wnfc baodk 
H ca lajkt io«rc«. auack keei or 



AOC ldr$__ 
■aoetb A U aeb Oribo raior 
Keyetoae Onboecope 
Keyetoae Teiertwculef 
Red Maddoa rod and aaa m doa) pmnu 
Red Maddoa rod aad Ratty rotary ■mm 
T*mm Optical Vneoo Taaier 



Color VWm 



Fn eodoi ev fcr r ajai r Haw XDwaee, fed edMeaa. AQC/i <J aj ri Ada n a ft JOCt W; lablhtra. W, 



Acceptable eeeetrtocae 

Eidridge-Creea Color Paioaauim Laatara 
FaratwordJ Lantern 
KeyMoae Orthoscope 
Key* ok TefeMaonrfar 

SAMCiT (Scaool of Awauoa^MadcfcM Color Tfcraaaotd Tower) 
Ttuaee Optical Vanoa TWier 

rioldaf VWaa 

XMoch eevarc Mac* aiarta ■arlaov vaM target vkb oaater •but Gaattoo 
•oat. 2 mm wtitt ton otyar* — J 

Accept ebb eabeiltate 
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AFEENPPC I - SAMPLE APPLICATION FORM CONT'P 



"Z3 

mat — *■ 



t t tut * muv 

wirenr 



AVIATION Ml CMC A' UAMINII CESIGNATIOK AFFltCATIOM 



amino 



Trnn — 



i mr — 
lag nr? 



j8 
« ^ 

uo 



C37 «4ft« 



Si /hut 



rum it j»»*ct«cC 



itthumu. mate tut 



*f<moio»y 



<JTPlMr*ftOl06V 



LICtMft 



*Ah£ tf* imTfTVTioiT" 



CitV j «TAT« 



nTfl tcrr p cm* (yu^?) 



m i/o 



a*i r»u ** «eu or *rntc «si*vt t C3 CD 

-•T MTi«Ml.«vM9 f -Q rfg CD HO' 



PAA FORM Mlt-f t i - 'i- 1 trn m mm nw— 
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tffflffig 1 - %*yriZ APPLICATION fOlM ODWT'D 



***** «■■**■» M * plwUg • l* u. ■fpKpritM Mil if «tj wnt it HP, rj»l«ia u «MU la f^ii tl . 
1, U|» Umn> U VTWlM MttitM a* MINT |UM « MUtiM to «ajM*T ■* £J * £7 

)• %t yaw m ll W l a tm nmhI «f ;mt 11mm - aatlatl nanUUai U araatU* Mtiaiat 

•• ■*"» yw nh vmm iMfpl ■« wiitM af rial* I « «r aay au*i ar Mml lw yarUUiaa 

U aaatraliaf v batft-Tmiaj Arm* ar WNlUtl m £J K £j 




MCTIOM VK-tffUUNTI CfWTVICATION 


•MB MUM Ml "* W 


■Mmwmm 
far 


h«J *■ HplMMM it i« rattar ajratf tt* ui mm 


MpwllM.wil V M»ii 
try wwjp—3 *LU to aaaalraa 


Mil 


1 


MCtlON WJ . MR PM Vtt OH? 



D Mtm □ dois not Mtrr m ■ 
D Mama wx urn r» m r 



* tm r-| r nlr M • «HMiM aatiaal t.Mam, 



D MttftkB 



WOTI TO M040KAL fUOKT 

t Mia, ~»f ««l f*r 



'AA'MMttlMi. "IN 
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APPENDIX 2 - SAMPLE LETTER V 



DEPARTMENT OF TRANSPORTATION 
FIDCBAt AVIATION ADMINISTRATION 



(Uturn Addroai) 




IMa it in raply to your nemt inquiry about daaiftnation an 
Avlitloo Had leal bualnar for tbt fodaral Aviation Admiolatratlon. 

Encloaad it a atilgnatloo application. Va Invito your attantlon to 
tht infomatio-ul notarial and raaulraaonta for damnation contolnad 
io tha yellow cover aaa»t. 

Conn lata all for** In thalr antirtty. Tou miit acquire all of tht 
equipment llatad on tha ravaraa of tha application instruction ahaet 
(or accaptod eubatitutea) be for a becoming a dealgnatod aedicel 
examiner for thli agency; howtvar, ve iu||iit that you do MOT purctuia 
any of tht equipment which you say lack until you haw baan approved 
for deiignetion* 

The completed application^ and statement fron you. nodical aocioty and/ 
or phyaiciana' raftrancaa • Sou Id ba forvardad to ua Ft tha abova 
eddreaa. 

fincaraly, 



legionel Flight lurgacm 
Cocloaurta 
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AFTEKDT1 a - 1AMPLE LTTTp f > 



KFAKTMCNT OF TRAMHWTATION 
TOW' AWalt* APa»J M Ta,ATga) 

<K«e«rB iMrui) 



Yau an har^hy <«il|Mt«4 am Avlatlaa iMUil b^Mr 
t*x tW IfctetHntir af taa Mini Avlatlaa iaMtlitntlM (FA*)- Thl» 
aailgaatlaa vtll fci c aai »ffacri*a vtoa yaa km algaatf aaa* wMaW 
tW aaallcata aaay af thla latttr, a%leh vtll tail cat* aataaMlaa af 
all taa Half— at aaaatury ta ptrfara FAA alraaa aaa* leal a— i—ti— < 
aai raar accaa:aaca af taa aai lgaatlaa water taa aaadltUaa awtllaai 
U cfclt 1 attar. 

nit •■•lgaatlaa. 

1 1. It aalU »t t»« aMnil af aai lgaatlaa aaly, aai aaai aat aataaatlcally 
aeattaua vtta taa aaaalatr If tfcaaga af aUrui ar aractlaa aaaurt. la 
twah aa avaat, ralaatataaaat mat to aapr w ai ay taa aaaraarlata laglaaal 
flight Kraaaa. 

t. DalagttM Ml 
Itauaact af l 
eartlfltatM 
alrllr rtaaja part 
Cartlflaataa 

9. Hay aa taraUatai at tfca Alatratlaa af taa MMalitratar. 
It vtll aataaatlaally asflra mi taa aai af aaa yaar, aat — to faaaii 
■nawilly aatjact ta a aatlafactaiy aarfaraaaaa aa taa part af taa aaaadatr. 
^frln ta taa aaalratlaa Aata, a tojaatt far Rata* lgaatlaa fats vtll to 
aaot ta yaa. Dda fan mat to aaaalataa 1 aai lataraH tofat* rata • lgaatlaa 
caa to af facta*.) 

Tau art raaalrat ta aartlelaata la aa FAA ipiaa»ra< Art* ttaa Mailtlaa 
faalaar vttala aaa yaar fallawlag lalttal tail gait taa aai vttbXa aaeh 
fir*. yaar tatarval tharaaftar. 

Taar Cartlflcata af totlgaatlaa. Qataa far Avlatlaa HaaHctl taaaiaara, 
Fart *7 af taa paaaral avlatlaa Mgalatlaa, FAA Oraara aai FAA faraa 
aai auaallta vtll to aaat ta yaa aaaa racalat af taa llfaai aagy »f tat* 
lttttr. ThaM aattrttlt vtll to far yaur aacluilva aaa aotf art aot to 
itttrtautai ta aaa athar laJlviaual*. 

tinea raly > 



RaglaaiT Flight laraaaa 

140111 

• If Aapraarlata 
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APPENDIX 2 - SAMPLE LETTER #3 



NFARTMENT Of TRANSPORTATION 



U«tum Addrtu) 




Bilt lotto* it la rofownct to your dooldMtion to as «riotlos wdloo^ 
«xaain«r for tfao Fodorol Aviation Adatfal station. 

Va bora a*aif*od tfcty follovlnc atrial ouabor for identification par- 
poaaa and it should appaax on oil jrour roporta of omatantlonai 

kclo-H it your Cortlfleata of DaoitMtion. Alto onoloood la your Quifia 
and taa ottoor vozkiAf anttrlala you will »#ad la oonnsetlon vita this 
laaAanatlon. laaat antsriala or* for your axclusiTa noa and aro not to 
bo diatributad to any othtr ladlYiduala. 



linear* ly, 



laflonal lUtbt auxfaoc 
Ibcloouraa 
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AWKNDIX 3 - SAMPLE ID QUE 



■ amwaifSi Mriiitti Lit- ^ 



AVIATION MEDICAL EXAMINER 

■twnncAitON CMD 



CO 



If LOfT, M^t tM « <M* 



feu i «ovl»«uiltiT ftiMTiac orrici. jtM.rti M*/»o» 
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DEPARTMENT OF TRANSPORTATION 
FEDERAL AVIATION ADMINISTRATION 
GENERAL AVIATION DISTRICT OFFICES 



fip Telephone 
Code Number 



ALABAMA 



Birmingham 6500 43rd Avenue North 35206. .... (205) 592-6371 

Municipal Airport 
FSS/WB Building 

ALASKA 

Anchorage 1515 East 13th 99501. ... (907) 276-3939 

Fairbanks Administration Building 99701. ... (907) 452-1276 

5640 Airport way 

International Airport 

ARIZONA 

Phoenix 2800 Sky Harbc. Blvd., Rm. 112.... 85034 (602) 261-4238 

Sky Harbor Airport 

Scottsdale Scottsdale Municipal Airport 85260 (606) 261-2561 

ARKANSAS 

Little Rock Room 201, FAA Building 72202 (501) 372-3437 

Adams Field 

CALIFORNIA 

Fresno 2401 N. Ashley 93727 (209) 487-5306 

Riverside Rivers Municipal Airport 92504 (714) 787-1245 

6961 Plight Road 

Sacramento Executive Airport 95822 (916) 440-3169 

6107 Preeport Blvd. 

San Diego 3750 John J. Montgomery Drive 92123 (714) 293-5280 

Montgomery Pield Airport 

San Jose 1387 Airport Building 95110 (408) 275-7681 

Van Nuys 7120 Havenhurst Ave., Suite 316... 91406 (213) 997-1191 

COLORADO 

Denver FAA Bu id ling, Jeff erson County. ... 80020 (303) 466-7326 

Airport Broomfield 

Grand Junction 2800 H Road 81501 (303) 243-9518 

DISTRICT OF 
COLUMBIA 

Washington, DC Washington National Airport 20001 (202) 628-1555 

west Building, Room 152 
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FLORIDA 

Jacksonville Craig Municipal Airport 32211. ... (904) (41-7311 

FAA Building 

Ona-Locka (Mlaal) Opa-Locka Airport, lldg. 121 33054 (305) 441-7431 

P. 0. Box 3(5 

GBORCIA 

Atlanta FAA Building, Rooa 200 30334 (404) 221-4481 

Charlie Brown County Airport 

IDAHO 

■oiae Boiat Airport §3705 (208) 384-1238 

3975 Bickanbackar 

ILLTWOIS 

Bpringfiald 43 North Airport '*e 42705 (217) 492-4238 

N. (Xiadrant, 1 ^ital Airport 
Meat Chicago P. D. Box B <0 1B5 (312) 584-4490 

Dupage County Airport 

m PI ANA 

Zndianapolia Xntarnational Airport 44241 (317) 247-2491 

4801 Pieraon Drive 

Bouth Band Mich Una Baglonal Airport 44428 (219) 234-8480 

1843 coMtrct Drive 

Dea Noinaa 2021 Aray Boat Road S0321 (814) 374-3747 

HAWS AS 

Banana City 2nd floor, Adainritration Bldg 44115 (814) 281-3491 

Fairfax Airport 

Wichita rlight Standarda Building 47209 (314) 943-3244 

Mid Continent Airport 



Louiaville Bowaan Field, FAA Building 4020S (S02) 582-4114 

L00I8IAMA 

Lafayette Regional Airport 70508 (318) 234-2321 

Booa 101, FAA Building 

»ew Orleana FAA Building, La k« front Airport... 70124 (504) 241-2504 

Bhreveport Room 137, Terminal Building 71107 (318) 224-5379 

Downtown Airport 
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303 



MAINE 

Portland........ Portland International Jet port.... 04102 (207) 774-4414 

General "viation Terminal 

MARYLAND 

Jaltisorc North Administration Building 21240 (310) 751-2*10 

Bait f nor e-tf aa hi ng ton 
Int'l Airport, Elm Road 

MASSACHUSETTS 

Norwood (Boston) Municipal Airport 02602 (617) 762-2436 

weatfleld lat Ploor, AdailnlatTatlon Bldg 01015 (413) 541-3121 

Barnea Municipal Airport 

P. O. Box 544 

MICHIGAN 

Grand Rapida Kent County Airport 49501 (616) 456-2427 

5500 44th Straet, BE 

Tpailantl (Detroit) . .willow Hun Airport 41197 (213) 415*2550 

MINNESOTA 

Minneapolis 6201 34th Avenue* South 55450 (612) 725-3341 

Minneapolia-St. p au l Int'l Arpt. 

MISSISSIPPI 

Jackaon P. O. Box 5885, Pearl Station 39208 (801) 989-4633 

Jackson Munlclapl Airport 

MISSOURI 

St. Louia 9275 Genalre Drive, Btrkaley 63134 (31') 731-0930 

MONTANA 

Bllllnga Pjd. 216* Adnlnlatratlon Buldg 59101 (406) 245-6178 

Bllllnga-Logan Field 

Belena PAA Building, Boo* 3 59601 (406) 449-5270 

Belana Arpt., p. O. Box 1167 

NEBRASKA 

Lincoln General Aviation Building 68521 (402) 471-5465 

Lincoln Municipal Airport 

NEVADA 

Reno 601 S. Bock Blvd., Suite D-102.. ..89502 (702) 764-5321 



ERIC 



308 



304 



HEW MEXICO 

Albuqucrqua 2402 JtirtUnd, Drive, IE 17106 (505) 247-0151 

WW YORK 

Albany Albany County Airport 12211 (511) 119-1412 

cm ft M building 

P.rmingd.L building 53, bapublfc Airport 11735 <5X6) 1*4-5530 

Rocheatar 1295 ScottiviXXa boad 14624 (716) 213-5180 

Rochaatar-Monroe County Airport 

MOUTH CAAOLIWA 

Cfcarlotta PAA bulding, Municipal Airport.... 21219 (704) 392-3214 

P. 0. Box 19005 

Kalalgh Ralal9h-Durba» airport 27560 (919) 755-4240 

Hall bout* 1, box 4I6A 
Horrlavllla 



bOCTH DAKOTA 

Ptrgo Douclaa Municipal Aii.x>rt 58102 (701) 232-8949 

PAA building, Sector Plaid 
P. 0. lox 5496 



OHIO 

Cincinnati Executive buiXding 45226 (513) 684-2183 

Ground Ploor, 4242 Airpor" bd. 

Cleveland ClaveJend Hopkins Xnt'l Arpv 44135 (216) 267-0020 

Coluabue Port Columbua Int'X Arpt 43219 (614) 469-7«76 

4393 B. 17th Annul, booa 234 

Lan Aviation building 



OKLAHOM A 

Oklahoma City PAA building, booa 202 73008 (405) 789-5220 

Wiley pott Arpt., bethany 

Tulaa Canaral Aviation Terminal 74115 (918) 835-7619 

Me. llO, Tulaa Xnt*X Arpt. 

OREGON 

Eugene Mablon-Swect Airport 97401 (503) 6B8-972X 

90606 Graanhlll Road 

Portland Portland-Hilleboro Airport 97123 (503) 221-2X04 

3355 ME Cor nail boad 
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Pennsylvania 

A?lartown M ltntovn-Bathlahaar-Eaaton Arpt...)|i03 (2X5) 774-4420 

IMS Aviation Cantar Building 
Harriaburg Adalnlatratlon Bldg. , Ru. 201 11103 (7X7) 712-6521 

tew Cuabarland Capital City Arpt. 

Philadelphia North Phlladtlphla Airort ifXX4 (313) 774-4420 

Plttaburgh Alltghany County Airport X5X22 4*1-2724 

Adalniatratior Bldg., ta. 2X3 

Naat Mifflin 

EOUTN CAROLINA 

Naat Columbia Coluaolt Metropolitan Airport 9169 (103) 765-5931 

COUTB DAKOTA 

clt y ««PW City Rational Airport 57701 1605) 343-7403 

M 2, lot C33B 

TEXAS 

VXU* Lovt Plaid, 1032 Aviation Placa... 75233 (214) 357-0142 

21 Faao Ra. 202, Padaral Aviation Bldg 7BB25 (f)15) 779-6319 

6795 Convalr load 

lubbork .'..International Airport 794x7 (IOC) 742-0335 

NalXs lit. 3, Box 51 

UTAH 

Salt Lakt City 114 N. 23rd wtat, Rooa 100 14116 'ICD 52<~4247 

VIRCINIA 

Richmond int'l Arpt., Terminal Bldg 23150 (104) 222-7494 

2nd Floor, Sandaton 

MASH INC TOW 

Spokana 5629 Eaat But tar Road (509) 456-4611 

Pelte plaid Airport 

WEST VIRCIWIA 

Charlaaton Kanawha County Airport 25311 (304) 343-4619 

BOUSE 

Catpar 1117 PU liar Street |2601 (307) 234-1959 

Natrona County Znt'l Airport 

PUERTO RICO 

San Juan RTD #1, Box ?9A 0CU4 (109) 791-0374 

Lolta It., tanturce Station 
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DEPARTMENT OF TRANSPORTATION 



CERTIFICATE OF TRUE COPY 

J it • true copy I 

1 HEREBY CERTIFY that the attached^ _J otAt ori & a * 1 

MB idBMX 1 SiBlOSa 

Lirline pilots granted ar exemption or special issuance aedical 
between the datea of January 1. 1982, and July 31. 1985. 

Aeromedical Certification Branch; 
an the legal custodian thereof. 

Signed aad dated - Oklahoma Citv. Oklahoma — 




t Ka 16th d» y 0 f August 



NOVA L. GREEN 



19_§L- 



fr T M»H4/-«1 Recor d Terhw-IMan 



xxdoDfissa 

Aerome-Hc*! Certification Branch 
Civil Aeroraedical Institute 



1 HEREBY CERTIFY that NOVA L. GREEN 

ing certificate is now, and was, at the time of signing 
of the aforesaid records. 



credit should he given his certificate as such 

IN WITNESS WHEREOF. \ have hereunto subscribed 
my name and caused the seal of the T>epartment of 

Transportation to be affixed this 1^ 

^ y »f Auguat , I9_1L 

Qklahona City. Oklahoma 



nfrg U nAVTf. H-T). 



(Signature) 

Manager, A»rnm#H^ .l OrMfication branch 
(Till ' 

Civil Aeromedical Institute 



Depanment of Transportalton 

C FAA AC 73473* 



F*fm DOT F 2100.1 ■!-*»> 



(306) 



ERIC 311 



307 




i# , A ^ i. 19S2. through JULY 31 1 1985 
rllnc Pilots - Exemption and Special 



Issuance Medical Certifications 



•.curological Conditions- 



18 



Coronary Artery Bypass Graft Surgery 
or Angioplasty 



•50 



.Psychiatric Conditions 



-14 



Miscellaneous Conditions 2 Other Cardiovascular Conditions 17 



FOLLOWUP REPORTS REQUIRED : at 6-month or 12-month intervals 

MI(myocardial infarction) ;CAD(coronary artery diaeaae); CABG(coronary artery bypaaa 
graft surgery; PTCA(percutaneoua transluminal coronary angioplasty) 

Report a of cardiovascular axaaioations by a specialist in rardiology c* internal 
medicine including medical history a a to aymptoma or treatment referable to the 
cardiovascular system; general phyaical examination to include blood preaeure, weight* 
funduscopic, and cardiac examination, rep »rt of blood choleaterol and triglycaridea; 
electrocardiograms taken at rest end vith a maximal (treadmill or bicycle ergometer) 
stress test vith appropriate blood preaaure respoosea noted. All reating end exerclae 
electrocardiographic tracinga muat be furniehed. 

Other tests that may be required: Nuclear cardiology atudiea including en extrciae/ 
rest thallium 201 myocardial perfuaion ac«n and data on left ventricle function (vail 
motion and ejection fraction by either gated blood pool acanning (atreaa HOGA) or by 
first pass technetium); echocardiogram; 24-hour Bolter monitor teat. 

Alcoholism : monitoring reporte at monthly, quarterly, 6-month or 12-month intervale 

(1) Monthly reporta from airman* a flight opera tiona auperviaor and union repreaentat- 

ive (ALPA or APA or P. E.I. A.). 

(2) Quarterly reporta from the aftercare counselor. 

(3) 6-month or annual paychietric reporta from e deaignated paychiatriat. 

(4) Blood alcohol and liver function teana «a deemed necessary by the monitor. 

(5) Annual electrocardiogram tracinga required of airmen at ege 40. 

These reporta are collected by a deaignated phyalcian monitor and preaented to the 
FAA at 6-month intervals. The requirement for follovup reporta remalna in effect 
for a minimum of 24 months. 

Neurological conditions : Neurological evaluation, by a neurologiat. Depending upon 
the airman's history, we may require an electroence; halogram, CAT seen, or Doppler 
spectral analyaia. 

Psychiatric cond it ions - Report of psychiatric interview at 6-month or 12-nonth 
intervals. Repeal psychological testing may be required in aome circuaatancea. 

Follovup reports are determin-d on an individual baais and depe id upon the airman'a 
medical hisotry and preaer" condition. 



Myocardial Infarction 



-20 



Alcohol iam- 



■293 
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NEUROLOGICAL CONDITIONS 



DATE OF BIPTH 



I. 10-9-28 



9-8-33 



10-28-24 



10-20-34 



7-13-24 



5-25-42 



8-1-32 



10 10-10-19 



6-10-85 



2-28-85 



H-12-83 



6-23-83 



12-27-83 



11-2-82 



2-13-85 



DATE OK 
ISSUANCE 



H-13-84 



4t8-85 



MEDICAL 
CLASfJCONDlTION 



K - caroc Id 
5is5on^ioss 



„rotid art 

BUSH? req 



{. carotid 
■ cere- 



ire 

hemorrhage 



lerebral 
dysfunction 



tones i a 



bypass 



rain. stem 
ranslent „ 
scnemlc att 



. carotid 
ndarterect 



OPR. 
LIMITS 



*<D 



DATE 
TERM 



REASON 



American Airlines 



American Airlines 



American Airlines 



Branlff Airlines 



Branlff Airlines 



Continental Airlines 



Eastern Airlines 



Eastern Airlines 



Frontier Airlines 



N. W. Mrllnes 



00 



11. 12-25-28 



12. 9-12-38 



LO-H-82 



ieiiure 
r n Known 
tlology 



Republic airlines 



13. 12-4-42 



14. 2-13-44 



7-8-83 



:ililiofofiy 



*(2) 



7-16-8 



Upgraded to Class I 
No opr. limits. 



Southwest Airlines 



*<2, 



Transanerlca Airlines 



15. 42-28-28 



>rebra 



ral It 
~n ao< 
ensior 



None 



16. 4-16-29 



orm n fi 
aurgery 



17. 5-22-34 



6-14-85 



attack 



United Airlines 



18. 4-16-43 



2-19-85 



accident 



None 



United Airlines 



^Operational limitions; 



(1) Valid for Flight Engineer Duties Only. 

(2) Not Valid For Pilot-In-Command . 
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PSYCHIATRIC CONDITIONS 



ERIC 



DATF OF RT&TU 


DATE 0! 
ISSUANCI 


CLAS 


MEDICAL 
CONDITION 


OPR. 
LIMITS. 


DATE 
TERM. 


REASON 


— — — « 

AIRLINE 


1. 4-9-48 


9-13-^2 


2 


Drug abuae j 
trefficing 


""' " 
Mono 


4-19-85 


Upgraded to Clan I 


t!g£ 

Aaericel Airlinaa 


2, 1-31-33 


9-5-82 


1 


Chronic 
Deprteiion 


Nona 






Britt Airwaya 


3» 10-30-31 


8-10-82 


1 


Phobic 
Condition 


Nona 






Dalta Airlinaa 


4. 1-23-40 


1-9-85 


1 


lonal filet 


a 

Nona 






Dalta Airlinaa 


5» 12-31-47 


5-9-84 


1 


Raactive 
Oepraaalon 


Nona 






Matro Airlinaa 


6. 1-30—49 


4-16-85 


2 


Spitodii p 


Nona 






Matro Airlinaa 


7. 6-11-53 


8-16-82 


1 


Eaotlonai 
p.obltaa 


Nona 


12-7-82 


Recapitalization tor 
odverae change in cond. 


N. W. Airlinaa 


8, 9-19-35 


10-28-83 


1 


conduct 


Nona 






N. V. Airlinaa 


9. 9-30-31 


10-19-83 


1 


fflcEloA 


Nona 






Pan Aa 


10. 2-9-41 t 


6-6-83 


1 


reraonauty 
dlaordar 


Nona 






Republic Airlines 


11 c.ig n 


1-25-85 


1 


Narvoua 
ditordar 


Nona 






Saudi Airlinea 


12. 7-20-39 


4-12-84 


2 


uiprunvT- 

apiaodo 


Nona 






T.W.A. 


13. 10-23-40 


1-6-84 




mi otpreft. 


w 

Nona 






United Airlince 


14, 10-2-43 


12-9-83 


1 


Dapraaaion 


Nona 






Ueetem Airlinaa 
















































— — -J 
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MISCELLANEOUS CONDITIONS 



DATE OF 4IPTH 


DATE oj 
ISSUANCE} CLASS 


MEDICAL 
CONDITION 


OPR. 

LIMITS. 


DATE 
T ERM. 


REASON 




1. 8-2-49 


3-8-15 


2 




ulin None 






Republic Airlinee 


2. 2-27-28 


6-29-83 


? 




'Nont 


7-16-83 


Adverb* channe in cond. 


T.W.h. 
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MYOCARDIAL IKFARCTION 



DATE OF BIFTH 


DAT* or 
ISSUANCE 


CLAS! 
1 


MEDICAL 
CONDITION 


OPR. 
LIMITS. 


DATE 
TERM. 


REASON 


• 

AIRLINE . 


1* 1-8-34 


3-14-85 


11 6 CAD 


Mont 






— 

Aatrlctn Alrllntt 


2, 6-9*24 


J jo J 


2 


M.I. 


*(1) 






Aatrlctn Alrllntt 


3» 11-10-34 


11-16-84 


I 


M.I. 


Mont 






Dtltt Alrllntt 


4, 7-19-33 


5-21-85 


I 


M» I . 


Norn 






Ettttrn Alrllntt 


S. 7-19-34 


5-18-84 


1 


M.I. 


Nont 






Ettttrn Alrllntt 


6. 9-19-33 


12-23-82 


2 


M.I. 








Pen km 


7# 11-9-37 


3-7-85 


2 


M.I . 


None 






Ptn Am 


8. 9-29-14 


3-19-84 


2 




*(1) 






Ptn At 


9. 6-6-36 


12-22-82 


1 


hyp*rttntlor 


None 






N. V. Alrllntt 


1U. *-li-JB 


6-3-83 


2 


M.I. 


*(2) 






N. V. Alrllntt 


j i 2—4—34 


<-/— OJ 


1 


M.I. 4 CAD 


Nont 






Rtpubllc Alrllntt 


12 t 11-24-40 


3-29-82 


2 


M.I. 


Nont 






Studl Alrllntt 


13. 11-29—38 


9-30-82 


2 


M.I. 


*/i \ 
*U) 






T.V.A. 


14. 9-16-37 


6-25-85 


2 


M.I. 






• 


Unlttd Alrllntt 


15. 6-ai-26 


7-17-85 




M.I • 


Nont 






Unittd Alrllntt 


16. 2-19-32 


1-10-83 


2 


M.I. 


*(1) 


4-2-85 


Upgrtdtd to Clttt I; 
No oor. llaltttlont 


Unlttd Alrljn.. 


17. Q-4-2S 


6-25-82 


2 


M.I. 


*m 






Unlttd Alr^rttt 


18. 3-10-25 


2-27-85 


? 


M.I. 


Nont 






U.S. Air 


19. 3-5-36 


10-5-83 


...?„ 


M.I. 


Nont 






World Alrvtvt 



Optrttlontl llaltttlont t (1) Vtlld For night Bntlnttr Dutltt Only. 
q (2) Not Vtlld Por Pllot*In-Cow«nd. 
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MYOCARDIAL INFARCTION 



DATE OF 81PTH 



DATE 01 
ISSUANCE 



20. 10-12-28 



8-2-82 



CLASi 



MEDICAL 
CONDITION 



M.I. 



OPR. 
LIMITS. 





DATE 








TERM. 


REASON 


AIRLINE 



*(1) 



CO 



31/ 



CORONARY ARTRRY BYPASS CRAFT SURGERY /.'ID ANGIOPLASTY 



ERIC 



DaTE OF BIPTH 


DATE Of 


CI *S! 


MIMICAL 

\AJaJk 1 1UR 


LIMITS. 


DATE 
I TERM. 


REASON 


• 

AIRLINE 


1. 5"~30— 3i 


1 2-28-8 


1 


CAD 6 PTCA 


Mono 






Alttktn Alrllnet 


2. 10—2—38 


11—9—82 


2 


CAD a CATC 


Font 






Alttktn Alrllnet 


3. 7-24-4D 


7-10-85 


I 




Mont 






Aatrlctn Alrllnet 


4. 7-30-35 


6-21-85 


1 


CAD (> PTCA 


I Hon* 






Ast r lctn Alrllnet 


5. 1-27-33 


3-8-85 


1 


CAD 6 PTCA 








AMPlrifi if plffiBA 
rastiLin Airiinci 


6. 6-7-29 


3-15-85 


1 


M.I. 6 CABC 


Nont 






Aatnrin 14 rl 4n«a 

nMI AL1I1 IllkllllCI 


7. 5-15-23 


6-22-82 


2 


CAD 6 CABC 


None 






AwiT 1 fill A 1 1 1 I flCN 


8. 6-1-30 


12-22-8; 


1 


CAD 6 CABO 


Nont 






Delte Alrllntt 


9. 10-31-37 


1-9-85 


1 


CAD 6 CABC 


Nont 






Dtltt Alrllntt 


10. 10-15-40 


2-27-35 




M I. 4 CABC 


Nont 






Dtltt Alrllntt 


11. 2-12-30 


11-1-82 




r_*n l cam: 


Mont 






Dtltt Alrllntt 


12. 5-7-34 


9-28-82 


1 


CAD 6 CABC 








Dtltt Alrllntt 


13. 4-11-35 


8-20-82 


2 


CAD & CABC 


JIOM 






Dtltt Alrllntt 


14. 11-27-31 


7-25-84 


2 


CAD 6 CABC 


*(1) 






Evergreen Int'l. Airline 


15. 5-23-41 


8-30-82 


1 


C\D 6 "ABC 


Mont 






rijing riger Alrllntt 


16. 12-7-28 


11-23-8; 


1 


CAD 4 CATC 


Nont 






Frontier Alrllntt 


17. 8-16-26 


2-16-84 


2 


CAD 4 CaBC 


*(3) 






Grttt Northern Airline 


16. 11-3-42 


12-13-8: 


1 


M.I. 6 PTCA 


Mont 






N.W. Alrllnet 


19. U-l-28 


6-26-84 


I 


CAD 4 CABC 


Nont 






Ptn Aa 



CO 
CO 
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CORONARY ARTERY BYPASS CRAFT SURGERY AND ANGIOPLASTY 



riATff nr rtitm 
DAI t Ur oLr 1 n 


DATE OF 

ISSUANCE 


CLAS^ 
2 


MEDICAL 
CONDI'. ION 


OPR. 
LIMITS. 


DATE 
TERM. 


REASON 


AIRLINE 


20. 6-7-31 


4-25-83 


:ad 6 CABC 


*(D 


1-4-85 


Upgraded Co Claaa I; 
No opr. limitations 


ran Am 


21. 9-1-39 


12-27-82 


2 


CAD 6 CABC 


*(2) 


5-6-85 


Upgraded to Cl&aa I; 
No opr. limitations 




22. 9-ie-39 


J— 20-82 


) 


p»t\ r run 

CAD 6 CABC 


None 








23. 3-6-33 


1-3-85 




CAD 6 CA3k» 


Ml) 








24. 11-6-25 


2-10-82 


2 


*AD • UABU 








Pan Am 


25. 8-19-31 


2—4-85 






\A/ 


3-15-85 


Angina symptoms 


Pan Am 


26. 5-9-41 


7—26-85 


I 


A PARC 








Piedmont Airlinea 


27. 4-26-28 


J— ii-oj 


I 


ki.T L CABS 
n < l . v vain 








Piedmont Airlinea 


28. 2-25-33 


5-29-85 


1 










Republic Airlinea 


29. 10-19-29 


3-19-82 




Tin A PARC 
UAU • WVDV» 


None 






Republic Airlinea 


30. 2-20—28 


11-15-63 


2 


4.1. 6 CABC 


*(2) 






Republic Airlinee 


31. 6-10-46 


1-15-85 


1 


CAD 6 CABC 


None 






Southveet Airlinea 


32. 1-4-26 


6- 11-85 


1 










T.W.A. 


33. 2-12-21 


6-11-85 


2 


rin a ptpa 

UAH • r 1 UA 








T.W.A. 


34. 2-20-42 


6-4-85 


1 


ri'i A PTPA 


None 






T.W.A. 


35. 1-10-24 


6-4-85 


1 


CAi) 4 CABC 


None 




• 


T.W.A. 


36. 12-3-34 


2-22-82 


1 


CAD fc CABC 


None 






T.W.A. 


37. 3-24-39 


12-23-82 


2 


ZAb 6 CABC 


*(2) 






T.W.A. 


381. 8-26-- 


6-28-84 


2 


CAD 6 PTCA 


None 






T.W.A. 



0 
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ERIC 



DATE OF BTITH 


DATE OF 
ISSUANCE 


CLASS 


MEDICAL 
CONDI TIOW 


OPR. 
LIHITS. 


DATE 
TERM. 


REASON 


AIRLINE 


39 • 2—1— 34 


5-19-83 


2 


M.I. 6 PICA 


*(2) 


12-28-8 


p Upgraded to Class 1; 
No oor. limitations 


United Airlines 


40. 6-21-1? 


7-24-79 


2 


CAD 6 CABC 


H2) 


4-29-85 


Upgrs led to Claaa 1; 
No 6pr. linitationa 


United Airlines 


41. 6-19-36 


2-7-85 


1 


CAD 6 PTCA 


None 






United Airlines 


42, 10-5-38 


2-5-85 


1 


CAD 6 CABC 


Hon* 






United Airlines 


43. 4-15-29 


12-27-83 


2 


CAD 6 CABC 


Ml) 


6-24-85 


Iaaued unllnlted 
aecond-claaa 


United Airlines 


44. 4-20-36 5 


5-19-83 


2 


CAD f CABC I 
Hyper teneioi 


*(2) 






United Airlines 


45. 3-21-32 


7-21-83 


2 


CAD 6 CABC 


*(D 






United Airlines 


46. 4-16-32 


2-12-85 


1 


CAD 6 CABC 


None 






U.S. Air 


47. 2-6-41 


6-4-85 


1 


CAD & CABC 


Hons 






U.S. Air 


48. 9-17-31 


5-7-85 


2 


H.I. 6 PTCA 


*(1) 






World Airways 


49. 5—19-22 




2 


CAD • CABC 


*(1) 


4-8-85 


Upgraded to Claaa 1; 
No oor. limitations 


World Airways 


SO. Q-4-7* 


5-15-85 


. 2 


CAD 4 CABC 


Wont 






World Airways 


















































Operational llaitationa 


(1) v. 

t?\ Mr 


lid f< 
t Val: 


r Flight En j 

□ for rn«i" 


ineer DutJ 
In-Cossaanc 


at only. 








(3) Hi 

Pi 


•t Bt 

lot pi 


Ac coup anted 
iviltgss, 


by a guau 


fled Pll 


i>c wnen uarrying rasteng* 


re, except for JJTlvaci — — 




























i t** ."V 







00 



OTHER CARDIOVASCULAR CONDITIONS 



DATE OF BIPTH 


DATE OF 
ISSUANCE 


CLASf 


MEDICAL 
CONDITION 


OPR 

LIMITS. 


DATE 
TERM 


REASON 


AIRLINE 


1. 9-18-21 


1-12-83 


2 


CAD end 


None 






— -«g£ 

American Air l inev 


2. 6-20-22 


1-24-85 


2 


Arrhythmia i 

U Oil » L^ul 


None 






American Airlines 


3. 3-1-34 


6-19-84 


2 


Abnormal EK( 
& vent . e c t 


*(2) 






Air B.V.I, island's) 


tt, H-14-39 


7-20-83 


1 


Abnormal EK< 
and CAD 








Britt Airlines 


5. 6-21-26 


3-22-85 


1 


ventricular 
arrhythmia 


None 






Delta Airlines 


6. 12-30-31 


6-25-85 


\ 


Angina h 
CAD 








n*lta llrtlnaa 


7. 7-5-35 


1-6-84 


I 


Atrial 

f Ibrlllatloi 








Eastern Airlines 


8. 4-17-43 


1-14-85 


1 


Aortic vaiv< 
replacement 


None 






Horizon Airlines 


9. 9-2-33 


3-30-84 


1 


Mitral valvi 
prolapse 








N.W. Airlines 


10. 10-21-29 


12-26-8' 


2 


toronary ar 
ery disease 


*(2) 






Scenic Airlines 


11. 3-28-32 


1-24-85 


2 


CAD and 
hyper tena lot 


t *(D 


7-17-85 


issued unlimited 
second— c la sa 


T.W.A. 


12. 8-22-22 


5-6-85 


2 


Coronary ir 
dla. 4 engi 


ia None 






United Airlines 


13. 3-12-24 


io-27-s: 


1 


Atrial 
fibrlllatio 


i None 






United Airlines 


14. 11-20-29 


10-24-8' 


1 


HitFIl 
pro • , LBCB 


! 

Nona 






United Airlines 


15* 3-14-28 


1-22-82 


I 


Aortic valv 


! 

None 






United Airlines 


16. 7-12-30 


5-29-85 


1 


Angina and 

CAD 


None 






U.S. Air 


17. 3-16-36 


6-29-83 


2 


CAD 4 LBBB 


None 


8-16-84 


Angina symptom* 


Waatarn Airlines 


















Operational limitations 


(1) v< 

(2) N< 


ud r 

t Vel 


il Flight En 
d for Pilot 


;lneer Uut: 
•ln-ComiMn< 


aa Only. 







0 

ERIC 



ALCOHOLISM 



IMTt Vt DIPT! 


DATE Of 
ISSUANCI 


clas; 


MEDICAL 
C0KDITI0N 


OPR. 

LIMITS. 


DATE 
TERM. 


REASON 


AIRLINE 


1. 5-20-51 


L0-15-82 


1 


Alcohol isn 


None 






Air Florldi **mLm> 


2. 10-29-39 


:-ll-85 


1 


H 


" 






Air Georgia 


3. 1-21-47 


L2-22-82 


1 










Air Wisconsin 


4. 10-12-42 


3-6-84 


— i_ 


" 








Air Wisconsin 


5. 9-9-44 


11-4-82 


1 




" 






Anerlcsn Airline* 


6. 11-29-34 


5-28-85 















7. 12-8-38 


7-2-85 


1 












8. 3-8-30 


3-16-84 


1 




" 








9. 1-5-26 


5-25-84 


1 




" 








10. 8-18-30 


7-19-82 


—L- 






10-7-83 


M.I. 




11. 9-10-35 


5-29-85 














12. 4-14-33 


2-2-83 


! 




M 








13. 11-1-28 


2-27-84 


1 




ii 








14. 9-25-28 


11-28-64 


- 1 












15. 5-7-36 


3-5-82 


1 




" 








16. 2-18-32 


2-20-85 














17. 12-19-37 


7-27-82 














18. 4-14-30 


3*22-65 














19.. 11-29-36 


7-27-82 




11 


it 









00 

-J 



ALCONOLISM 



DATE CF BIPTN 


DATE OF 
ISSUANCE 


CLASf 


MEDICAL 
CONDITION 


OPR. 
LIMITS . 


DATE 
TERM. 


REASON 




20. 7-23-27 


2-27-85 


1 


Alcoholism 


None 






AIRLINE 

Anerican Airlines 


21. 3-17-33 


7-28-82 


1 










» 


22. 2-16-34 


12-1-83 


1 


\iconoilia • 
coxlc psych. 


» 






» 


23. 11-11-26 


11-15-83 


1 


Alcoholism 


» 






» 


24. 5-20-40 


9-18-84 




n 










25. 4-4-37 


b-20-84 




it 


ii 








26. 6-8-41 


J-8-83 








'.-16-84 


Relumed dr nklng 




27. 9-r-24 


10-26-83 












ii 


28. 11-30-36 


1-18-84 


1 










» 


29. 2-21-33 


LO-15-82 


1 




« 






•i 


30. 4-12-39 


L-31-85 






» 








31. 4-22-32 


►-17-84 


1 




•i 








32. 6-9-29 


.-5-82 


1 




» 








33. 7-8-24 


!-17-84 


1 


- 


» 






ii 


34. 9-6-45 


L 0-15-82 












Astro-Wins. Airlines 


35. 6-16-53 


i-8-85 












Atlantic S.I. -.Airlines 


36. 12-9-23 


>-26-B2 












Brtniff Alrllnti 


37. 10-2-36 


1-28-85 












•i 


38. 11-1-39 


-8-85 












« 



CO 
00 



1 



ERIC 32.) 



ALCOHOLISM 



OATE OF B1PTH 


PATE or 
ISSUANCE 


CLASf 


MEDICAL 
CONDITION 


DPR. 
LIMITS. 


OATE 
TERM. 


REASON 


AIRLINE 


39. 9-1-43 


7-25-83 


1 


Alcohol lan 


None 






Cascade Airway a 


40. 6-:7-48 


9-23-83 


1 


it 










41. 1-31-37 


3-23-83 


1 










Continental Airlinea 


42. 2-22-40 


7-6-83 


1 










ii 


43. 6-4-43 


6-30-S3 


1 












44. 4-14-39 


7-1-83 














45. 5-12-39 


7-14-82 


1 


M 










46. 10-19-39 


3-2-83 


1 


M 










47. 9-11-41 


3-29-82 


1 




n 








4\ 9-3-42 


3-25-83 


-2- 




'* 








49. 5-28-40 


6-1?- 82 


1 


H 










50. 5-18-40 


10-22-8 


1 1 












51. 11-18-41 


5-18-83 


1 










ii 


52. 12-23-26 


8-24-83 






" 








53. 7-26-36 


7-2-85 


1 




H 






Dalta Airlinea 


54. 5-31-32 


3-21-85 














55. 6-19-34 


4-2J-85 






ii 






♦i ' 


56. 3-10-36 


«-ll-85 












• 


57. 8-29-38 


1-24-85 






ti 









CO 



ALCOHOLISh 



DATE OF BIRTH 


DATE OF 
ISSUANCE 


CLASS 


MEDICAL 
CONDITION 


OPR. 
LIMITS. 


DATE 
TERM. 


REASON 


AIRLINE 


58. 12-21-37 


4-26-85 


! 


Alcohol i»» 


None 






Dclte Alrlinee 


59. 11-12-38 


4-11-85 


1 


•• 


- 








60. 3-13-39 


5-25-84 


1 


- 








■ 


61. 3-3-41 


5-11-84 


1 


» 










62. 4-27-39 


12-21-8: 


1 




■ 








63. 12-12-37 


7-25-83 


! 


» 


« 






- 


64. 4-13-39 


2-9-84 


1 1 


» 










65. 10-2-36 


7-20-84 


1 




» 








66. 5-22-39 


6-26-81 


1 


» 


ii 


8-4-83 


Denied due 16 CAb t nui 
Issued CI. 1, 4-8-85 


» 


67. 1-22-36 


5-21-83 


1 


- 


» 








68. 3-14-26 


3-4-83 


1 




» 






- 


69. 9-21-^4 


9-1-83 


X 


Alcoholini 


- 






ii 


70. 10-20-39 


9-2-83 


1 




- 








71. 8-1-41 


3-9-84 


1 


- 


- 






» 


72. 5-25-39 


11-3-83 


1 




- 








73. 3-30-37 


3-2-84 














74. 7-14-40 


4-15-84 














75. 3- 23-38 


3-9-84 












tt 


76. 12-21-31 


3-25-83 















ERIC 



DATL OF BIRTH 


DATE OF 
ISSUANCE 


CUSS 


MEDICAL 
CONDITION 


OPR. 
LIMITS . 


OATE 
TERN. 


REASON 


AIRLINE trf^ 


77. 1-9-35 


7-25-84 


— 


Alcohol in 


None 






Delte Airlines 


78. 4-6-43 


4-15-84 


— 1— 












/9. 6-18-40 


10-28-8! 


— 













80. 2-27-38 


3-1-83 


— — 


Alcoholism 
& seizures 










81. 3-2-37 


8-18-83 


-i — 


Alcoholism 


it 








82. 3-23-36 


8-24-83 


1 












83. 3-21-36 


11-4-82 














8 *» 6-5-26 


2-16-84 


— — 












85. 2-15-36 


2-16-6* 


— — 












86. 8-20-42 


8-29-84 














87, 11-10-42 


5-33-83 


— 












88. 10-27-47 


2-24-84 


— 












89. 11-26-44 


9-18-84 


1 












90. 11-15-32 


9-16-83 


1 












91, 5-6-40 


3-15-85 


1 










Eastern Airlines 


92, 1-3-31 


4-26-85 














93. 12-29-33 


4-29-85 














94. 8-10-37 


4-26-85 






M 








95.. 6-23-35 


7-1-85 




Alcoholism 
depress ion 











00 

to 



326 



ALCOHOLISM 



0 

ERIC 



DATE OF BIRTH 


DATE OF 
ISSUANCE 


CLASS 
1 


MEDICAL 
CONDITION 


OPR. 
LIMITS. 


OATE 
TERM. 


REASON 


AIRLINE ^ 


96. 4-9-44 


4-8-85 


Alcoholism 


None 






Esstern Airlines 


97. 8-1-37 


4-11-85 


- 1 












96. 4-2-39 


4-15-84 


. 1 




» 






■« 


99. 5-31-33 


12-21-8: 


1 


Alcohol ism 
depression 








- 


100. 1-8-30 


3-23-83 


1 


Alcoholism 




12-7-84 


Resumed drinking 




101. 6-6-33 


8-23-84 


1 












102. 6-25-37 


8-24-84 


1 


ii 










103. 9-12-35 


10-21-8' 


1 












104. 5-23-44 


1-9-85 


1 


Alcohol issi 
4 drug sbusi 










105. 12-14-49 


1-23-85 


f 


Alcoholism 


** 


5-31-85 


Resumed drinking 


» 


106. 4-2-43 


4-11-85 


1 


" 


H 








107. 10-25-44 


4-1-85 


1 


ii 










108. 8-17-32 


9-19-84 


1 


ti 




1-1-85 


Decesstdt *lr crash 




109. 7-24-32 


3-5-82 


i 


M 




4-15-B2 




85 


110. 6-10-42 


4-9-84 


1 


ii 










111. 6-27-35 


2-16-84 














112. 8-28-46 


7-17-84 














113. 9-28-43 


2-7A-15 














114. 10-20-34 


5-19-83 















CO 

8 



32/ 



J 



ALCOHOLISM 



DATE OF BIPTH 


DATE 01 
ISSUANC; 


CLAS 


MEDICAL 
CONDITION 


OPR. 
LIMITS. 


DATE 
TERM. 


REASON 


AIRLINE __s^ 


115. 10-23-43 


3-20-84 


! 


Alcoholien 


Nona 






— 

AlllinCI " 


116. 4-17-42 


2-8-84 


! 


» 


H 








117. 4-29-34 


2-16-83 


1 


Alcoholism 
4 cocaine 










118. 7-1-38 


5-17-83 


1 


Alcohollea 


-f 








119. 5-31-32 


4-23-84 


1 


» 


M 








120. 3-28-30 


7-27-82 


! 




M 






„ 


121. 7-10-45 


7-2-85 


1 










Flying Tiger Alrllnci 


122. 4-3-37 


6*29-84 


1 




- 








123. 5-8-35 


7-8-83 


1 


- 


- 






it 


124. V-7-41 


9-26-83 














125. 5-23-36 


3-10-83 


1 


M 










126. 10-1-41 


10-19-83 


1 










- 


127. 11-5-44 


1-22-82 


1 






12-28-82 


Emotional problems 


h 


128. 6-9-36 


2-5-85 


1 






3-28-85 


MiuMd drinking 


i, 


129. 5-4-36 


1-8-85 


1 










H 


130. 7-19-30 


4-5-83 












ll 


131. 9-15-27 


4-19-83 








Ll-14-83 


Cardiac condition 


Hawaiian Airlines 


132. 2-5-46 


5-5-83 












Metre Alrllnee 


13J. 10-13-47 


1-2-85 












Midway Alrllnee 



ERIC 328 



ALCOHOLISM 



DATE OF BI*1H 


DATE OF 
ISSUANCE 


CLAS! 


HtUlLAL 

CONDITION 


OPR . 
LIMITS. 


date 


REASON 


AIRLINE ^ 


134. 11-20-63 


8-17-83 


1 


Alcohol 1 in 


None 






N.W. Airlinei ^ -1 * > 


135. 8-1-42 


1-10-84 


J 




» 








136. 4-7-37 


1-28-83 


1 












137. 2-20-24 


3-25-83 






it 




I dark Alrllnti 


138. 8-31-40 


1-19-84 














139. 9-17-22 


3-29-82 












Ozark Alrllnea 


140. 11-4-38 


8-1-C3 












Pacific S.w Urllnca 


141. 9-12-44 


7-26-84 


1 












142. 9-4-37 


12-19-8: 


1 


heroorrhiM 


H 








143. 6-19-40 


4-11-85 




Alcohollin 


» 






Pan Anarlcan 


144. 4-8-^2 


*-28-85 


2 












145. 6-9-35 


4-29-85 


1 












146. 9-9-29 


6-17-82 














147. 10-22-25 


7-11-84 














148. 3-21-38 


7-6-83 


1 












149. 8-8-41 


7-14-82 














150. 3-16-36 


1-2} 94 














151. 10-11-36 


1-12-83 














152. 9-4-27 


i0-l<-8; 












it 



o 32J 

ERIC 



ALCOHOLISM 



DATE OF BIRTH 


i 

DATE OF 
ISSUANCE 


CLASf 


MEDICAL 
CONDITION 


OPR. 
LIMITS . 


DATE 
TERM. 


REASON 


ATftT TNT 


153. 10-12-32 


1-16-64 




AX coHoX ism 








Ptn American 


154. 1-4.2-44 


7-2-84 














155. 12-11-V 


7-19-84 




„ 











156. 10-27-43 


3-11-83 




„ 










157. 10-9-36 


7-20-64 






„ 








lift T?_31_H 


6-30-83 














159. 12-18-37 


3-5-82 














160. 10-30-38 


7-27-82 














161. li-23-37 


8-6-62 






„ 








162. 4-29-35 


11-7-84 




„ 










163. 3-10-38 


11-15-8 


1 




„ 




— 




164. 2-28-39 


1-24-83 




M 






uUj.ipj.UQ XX— g J 




165. 10-30-38 


8-16-82 




ii 


M 






h 


166. 1-12-32 


3-9-83 


x 


M 










167. 8-8-37 


3-25-83 


x ' 












168. 9-27-31 


1-12-83 














169. 10-3-41 


12-12-8 












Piedmont Airlines 


170. 2-4-39 


9-9-83 














171. 8-10-42 


8-1-84 















ALCOHOLISM 



DATE OF BIRTH 


DATE OF 
ISSUANCE 


CLASf 


MEDICAL 
CONDITION 


OPR. 
LIMITS. 

Hi r .m 


DATE 
TERM. 


REASON 


AIRLINE 


172. 2-5-35 


2-7-85 




Ptrtonaiity 

llcohollM 


Nona 






l ggg 

Piidmont Airllnct 


173. 4-22-40 


1-31-85 


1 










it 


17*. 2-19 49 


4-12-84 




Alcohollta 


— — 






Republic Airlinat 


175. 11-23-41 


5-2-83 












: 


176. 2-8-24 


3-17-82 


1 












177. 3-12-31 


4-6-83 


1 












178. 7-9-48 


3-29-82 


1 










M 


175. 2-15-'4 


12-29-82 


1 












180. 7-23-47 


3-17-83 














181. 6-20-43 


8-1-84 




— " 


" 








162. 12-13-41 


/-16-64 


1 












183. 8-8-41 


5-10-84 


1 












184. 6-27-47 


7-12-85 


1 










Southvttt Airllnct 


185 • 9-16-44 


7-2-85 


1 










Trtnttacrlca Alrlintt 


186. 6-7-26 


5-12-83 














187. 4-21-35 


B-16-84 














188. 4-26-26 


3-U-62 








3-29-85 


Riiuwd drinking 


M 


"9, 10-31-40 


7-2-85 












T.W.A. 


10-26-50 


4-2-85 










331 





ALCOHOLISM 



DATE OF BIRTH 


DATE 0 
ISSUANC 


CLAS 
1 


MEDICAL 

{{condition 


OPR. 
LIMITS. 


DATE 
TERM. 


REASON 


AIRLINE 


191. 3-29-41 


7-5-85 


Alcohol !•» 


Non* 






T.W.A. ^to, 


192. 5-26-39 


3-25-85 




u 










193. 7-17-39 


4-4-85 




" 










194. 9-20-38 


3- 15-85 


1 












195. 2-12-25 


6-13-84 


2 


alcoholism 


*(2> 






„ 


196. 11-30-43 


<;-20-84 


1 


Alcoholism 


None 






M 


197. 11-1-23 


8-18-81 


2 












198. 7-7-34 


7-30-82 


1 










„ 


199. 8-4-39 


5-25-83 


1 










i, 


200. 9-23-27 


7-19-84 


1 




" 








201. 5-9-40 


8-8-83 


1 


- 








„ 


202. 9-24-35 


1-8-85 


1 


- 










^03. 9-22-39 


4-7-82 


1 




» 






u 


204. 12-25-35 


11-2-82 


1 


« 








■■ 


205. 3-23-37 


5-7-85 


1 










» 


206. 8-21-33 


7-7-83 














207. 4-12-29 


5-13-83 














208. 2-11-35 


5-4-84 














209, 4-21-26 


8-17-83 















' ALCOHOLISM 



DATE OF BIRTH 


DATE OF 
ISSUANCE 


OAS' 


urn T pi f 

CONDITION 


OPR. 
UNITS. 


0ATE 
TERN. 


REASON 


AIRLINE 


210. 11-21-4 t 


2-17-83 


1 


Alcohqllra 


No.i* 






T.W.A. ^^ 6 " 


211. 5-11-39 . 


4-19-85 


1 


ii 


» 






■ 


212. 12-12-41 


7-1-83 


1 


- 


ii 






- 


213, 7-31-33 


3-26-85 


1 


ii 


» 






Uoittd Alrllatt 


21*. 1-28-33 


4-1-85 


1 


■ 










215. 1-6-39 


4-1-85 




it 










216. 4-12-40 


5-29-85 






ii 








217. 11-16-30 


6-4-85 




ii 


ii 








218. 12-25-22 


10-24-8' 


2 




ii 








219. 5-2-32 


3-15-83 


i 


» 


» 








220. 10-6-47 


9-14-83 


i 


» 










221. 6-29-34 


7-5-84 


i 


ii 










222. 8-6-35 


3-3-83 


i 


t 










223. 8-31-41 


4-7-83 


i 


»' 










224. 3-14-35 


1-23-84 


i 


ii 










225. 8-16-26 


6-29-84 




n 










226. 2-6-41 


10-15-8 




M 










227. 6-25-23 


8-17-63 














228. 8-22-27 


7-13-83 




II 











ALCOHOLISM 



9 

ERIC 



DATE OF BIPTH 


DATE 01 
ISSUANCI 


CIAS 


MEDICAL 
^CONDITION 


OPR. 
LIMITS. 


DAT . 
TERN. 




AIRLIXE 


229. 11-1-38 


6-20-84 




Alcohol lam 


None 






777" "ififi 

United Alrllnea ^mk\ \ 


230. 3-31-42 


3-1-83 


1 












231. 11-22-37 


3-25-^3 






* 








232. 5-8-24 


1-25-8 , 




„ 








233. 4-11-28 


2-17-83 






t. 








234. 9-27-30 


1-27-83 




uepresiion I 
alcohol Iid 










235. 4-29-36 


3 -29-83 




OJ.tCNIOJ.lBOI 


„ 








236. 12-3-29 


5-24-83 






ii 








237. 8-9-29 


3-2-84 


1 




.. 








238. 9-19-40 


3-1-83 




„ 










239. 12-16-29 


6-20-84 




II 


ti 








240. 2-20-34 


12-13-84 


1 












241. 12-26-38 


12-17 84 




„ 










242. 10-27-41 


10-21-84 














243. 12-27-31 


4-12-84 














244. 7-11-29 


5-25-84 








5-14-85 


Cervical degenerative 
•rthrltla 




245, 3-18-37 


7-14-82 




tl 


ti 




Dictated 12-21-84 




246. 3-17-40 


1-29-85 




tl 


it 








24-7. 9-19-38 


2-12-85 















CO 

8 



ALCOHOLISM 



DATE OF BIFTH 


date oi 
issuance 


CLASt 


CONDITION 


OPR. 
UNITS. 


TERM. 


REASON 


AIRLINE 


248. 6-30-44 


2-7-85 


1 


Alcoholism 


Hons 






Unittd Airlints 


249. 7-12-42 


8-16-82 




■ 


■ 






- 


250. 7-16-32 


3-1-83 






■ 






- 


251. 9-72-25 


4-12-82 




fiiLunuii 1114. 

Eff8HS*E% 


A „ 


1-13-83 






252. 3-25-43 


1-6-84 


1 


Alcohol It* 








■ 


253 ' 11-27-42 


7-15-82 


1 


it 








•i 


254. 6-9-33 


5-24-82 




■ 


» 








255. 2-2-32 


3-29-82 




it 


» 








256. 4-15-39 


3-10-82 


1 


- 








» 


257. 10-27-24 


8-16-82 


1 




» 








258. 5-12-35 


4-20-83 




» 








- 


259. 11-18-33 


6-22-82 




H 


M 








260. 11-4-28 


5-15-84 




it 


u 






H 


261. 4-21-26 


6-15-84 




H 


M 






■ 


262. 3-24-37 


10-26-83 














263. 1-21-24 


2-23-83 












it 

I 


264. 11-18-28 


2-22-83 














265. 11-27-27 


10-26-83 


I 






5-30-84 


ItiuMd drinking 




266. 4-22-37 


9-18-84 










a as 





ALCOHOLISM 



DATE OF BIRTH 


DATE 0! 
ISSUANCI 


CLAS 


MEDICAL 
CONDITION 


OPR. 
LIMITS. 


DATE 
TERM. 


REASON 


A T RLINE 


267. 6-25-38 


10-11-8 


1 


Alcohol 1m 


Nont 


4-26-8< 


Rtiuttd drinking 


Unittd Airlintt 


268. 2-24-30 


2-12*82 


1 


« 


« 








269. 4-19-41 


5-20-83 


1 


« 


pi 








270, 3-8-iO 


3-23-85 


1 




■ 






I U.S. Air 


271. 3-19-32 


1-2 l-Z 2 


1 


» 






1 


272. 2-13-30 


3-9-83 


1 


« 


» 




! : 


273. 3-9-45 


4-1-82 


1 


» 


» 






•i 


274. 1-17-38 


6-20-84 




» 










275. 2-9-44 


4-6-84 






» 








276. 7-11-40 


10-15-8! 


1 




- 








277. 7-31-43 


9-2-83 


1 


■ 










278. 12-10-43 


3-11-83 


1 


» 






• 




279. 6-8-36 


4-23-83 


1 




» 






ii 


280. 11-25-50 


5-4-84 


1 












281. 12-17-44 


3-11-83 


1 


" 










282, 8-29-25 


8-26-83 














283. 12-14-79 


11-22-8! 












H 


284. 8-5-42 


10-15-8! 












Wttttrn Airlintt 


285. 7-24-42 


7-28-83 















ALCOHOLISM 



IWE OF BIRTH 


DATE OF 
ISSUANCE 


J MEDICAL 
CLASSCONDITION 


OPR. 
LIMITS. 

'-■ — T^Xr 


DATE 
TERM. 


REASON 


AIRLINE 


286. 5-21-40 


4-9-84 




Alcohol Im 


None 






Wttttrn Airlines 


287. 7-29-36 


3-5-84 


1 












288. 8-12-39 


3-13-85 












- 


289. 9-23-39 


7-26-82 


1 












290. 9-10-35 


2-8-83 


— 






9-30-83 


Returned drinking 
Dece»ied 12-84 


« 


291. 8-4-36 


9-14-83 






» 






- 


192. 2-26-42 


3-20-84 






■* 






■ 



































































































































































































EXEMPTIONS GRANTED TO AIRLINE PILOTS BY THE FAA 
FOR MEDICAL REASONS 1961 - 1981 



SOURCE: 

AEROSPACE MEDICAL CENTER, OKLAHOMA CITY 

EMC 333 



MARCH 10, 1981 



ERIC 



GRANTS OF tXEMmOM FROM THI FAA REGULATIONS 
AIRLINE PILOTS 



Myocardial ' infarctions 74 
CIhh I i 25 
Clan Hi 49 



Coronary artory bypaaa 

graft au>£* r *» 12 w 

Claaa Ii 6 

Claaa IK 6 



Mlacallonooua aadlcal 
conditional 41 



Alcohol laa: 335 . 

Claaa Ii 317 
Claaa II i 16 



TOTAL t "TOT 



t 



33.) 



ERIC 




340 



K.imc 


PT# 


Clans 
1 


Myocn rd is 1 
Infarction 


l/fl lU V 4 

3-2-73 




Ali-llno 
United Airlines 


Date of 
Birth ' 

6-13-29 ^TDeceoBed 




M 


ii 


3-6-63 


j 


Pan Am er lean Airline* 


7-31-10 «&'5Dacea«ed 




II 


ii 


3-23-79 




United Alrli- 


~T 

3-8-33 Tb 




II 


H.I, and 
nolo noma 


2-13-79 




T.W.A. 


n-2-34 jfr~ 


It 


Kvnrn i*t 1 In] 

Infarction 


10-4-79 • 




Anerlcan A' lnss 


4-2-33 4(» 


,H 


i* 


3-7-77 
3-3-80 




Delta Airline* 


11-13-37 












• 






















































*r 






















• 




























• 


































































14 f 





















i. 
t. 
i. 
» • 
». 
>. 

r. 
J. 
). 

ia 

ii 

? 

13 
14 
15 
16 
17 
18 
19 



7 Jl1 - 
CUh 


1 

Do tec t 


Data of 

6-28-65 
«-7-66 


— ~ 
1 Data 


Airline 


Date of 

Birth 


2 


Myocardial 
Infarction 




United Alrllnee 


10-28-15 




« 


ii 


7-26-72 




Anerlcin Air lino ■ 


1-2-22 




H 


H 


11-19-63 




Pen Aaerlcan Alrllnee 


8-28-20 




n 


•1 


5-14-68 




Awerican Alrllnoa 


11-9-19 




H 


n 


12-7-71 




T.H.A. 


5-3-20 Jf 


n 


H 


8-28-68 




Seaboard World 


5-24-15 


. iTi 


H 


ii 


8-11-71 




World Alrveye 


1-5-33 




»i 


N 


9-17-71 




Alltgheny Aftrllnae 


3-3-31 




M 


•1 


9-^3-67 •] 




Aterlcen Plyere, Inc. 


9-23-20 




H 


n . 


'3-26-70 « 




T.W.A; 


8-1-21 





It 


ii 


3-13-/0 * 




Unltad Alrllnee. 


11-30-12 


• r/ 


H 


ii 


V9-73 , 




United Alrllnee 


5-20-18 




II 


n * 


7-30-73 




Srenlff Int*l. 


4-6^18 


sr 


II 


n 


10-3-73 




Aaarlcen Alrllnee 


6-22-24 




*r 


H 


1-13-69 




Plying Tiger Alrllnee 


1-21-21 . . 


i» 


H 


2-11-74 




Brenlff Int'l. 


4-29-22 


■ 


i* 


H 


2-5-75 




Capital Alrveye 


8-9-22* 




i» 


II 


12-11-73 




Eaatern Alrllnee 


4-27-30 




N 


H 


5-1-75 
11-16-76 


10-1-70 


Weetern Alrllnee • 


4-8-21 





ERIC 
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FRIC 



20. 
21. 
22. 
23. 
24. 
'25. 
26. 
27. 
28. 
29. 
30 
31. 
3*. 
33. 
34. 
35. 
36. 
37. 
J8. 



PI» 



Class 



Defe ct 
Myocardial 
Infarction 



Data of 

Exera|>tlpn 
6-7-73 



8-4-71 
5-20-76 



4-10-72 



6-2-78 



6-19-79 



10-17-74 



3-20-62 



5-5-76 



5-3-68 



4-a-75 



7-13-70 
12-22-71 



10-6-77 



12-2-71- 



-31-66* 



U-14-6< 



tt-26-66 



11-16-6? 



3-9-7C 



3-17-66 



11-5-68 
8-6-69 



6-29-70 



HI 



12-11-73 
10-17-74 



Data 



> 12-75 



12-31-efi 



9-22-69 



3-5-70 
8-6-70 



3-16-71 



3-17-71 



12-7-71 



6-28-/3 



11-8-73 
3-14-7S1 



1-6- 



Airline 



Un tad Airllnae 



American Mrlir js 



Pan American 



Airlift Int*l. 



Pan Aaar'can 



United Alrl.'naa 



Trana. Int'l. Alrllnae 



J.iited Alrllnae 



United Airllnea 



Airlift Int'l. 



ttorthvaet Alrllnae 



Iron Airlinaa 



Pan American 



Cepital Airweye 



neeet Airllnea 



Northvcet Airll.iee 



Seturn Airweye 



.73 Seturn 



Date of 
Birth 



2-3-29 



7-31-21 



8-4-22 



8-7--20 



2-6-27 



/-16-28 



10-5-24 



2-18-28 



7-15-18 



1-15-15 



10^2-3 



10-3-15 



11-1-15 



12-31-25 



7-26-19 



7-18 13 



4-8-20 



8-23-12 



2-14-23 



JL 



4-7 



4> 



JL 
IL 



*C1 



0 

ERIC 



39. 
40. 
41. 
42. 
43. 
44. 
45. 
46. 
47. 
48. 
49. 



NM.J 


PT# 


OlBI 


Defect 
Myocardial 
Inftrctic i 


Drttc of 

: : Ttjign 

5-4-66 


Date 


Airline 


v ■ 

Date of 
Birth 






2 


Aaerlcen Airlinun 


9-7-19 V^Receoaed 




* 


»i 


4-16-69 




Pan Aaerlctn 


10-20-14 f^T )eceaaed 


« 


it 


9-10-76 
6-30-77 




T.W.A. 


7-22-40 3 C 


" 


H 


12-27-/9 




American Airline*. 


11-7-23 J% 


it 


It 


12-6-79 




Aaerlctn Alrllnea 


3-2-30 


M 


- 1 


1-9-80, 




T.W.A. ' 


1-27-22 'fY 




M 


11-9-78 




Aaerlcen Alrllnea 


10-23-29 


II 


M 


1-23-75 




T.W.A.* 


7-7-24 ' J^T 


II 


•I 


f 

3-5-79 




National Alrllnaa 


6-4-29 S~° 


If 


ft 


3-21-80 




.Plying Tlgar Alrllnea 


8-29-3! 


II 


It 


12-6-79 




United Alrllnea 


U-12-39 Zfo _ 




























































4l,t<fJL 
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Nnmo 


PI# 


•aim 

Clans 


Do fere 


Data of 
Exemption 


Date 

Tejrm. 


Airline 


Dato of 

Birth ' 


1. 


1 


Disturbance 
of conscioi 


6-30-77 




Psn American 


6-3-34 


4l 


2. 


it 


Cerebral 
Aneurysm 


10-21-76 




Continental Airlines 


12-5-25 




3. 


H 


Co rot id art) 
mcurywt 


•4-28-72 
1-10-74 




Western Airlines 


10-29-37 


J! 


V. 


H 


Psychotic 
tUorder 


3-2-72 




Ethiopian Airlinss 


5-16-30 


4> 


5h 


M 


Hcnttil 
d J nordor 


6-17-77 ' 




Texas Eastern Airlines 


11-14-25 


r> 


6. 


II 


Ptbromntosli 
of neck 


10- ! -72 

11- 11-76 


3-5-79 


Hughes. Air West 


9-3-31 


4l 


7. 


II 


Modgklns 
ill tea iv 


11-12-76 . 




Srsniff Int'l. 


12-12-39 


3i 


6. 


ll" 


Disturbance 
of consclou, 


id-i-fi 

4-19-76 




United Airlines 


4-3-21 


Si 


9. 


II 


Cnrd lovaacui 
di sense 


ar 4-10-73 
4-21-76 


3-19-80 


Delta Airlines • 


6-1-30 


■ 4} 


10 


II 


Carotid end- 
arterectomy 


< 

11-12-76 




Delts Airlines 


4-26-21 . 


J? 


11 


II 


Defective 
hear lit}; 


9-4-75 




EtMc,.;-n Airlines 


7-4-47 


Yt 


12 


I, 


Dictc bance 
of consclou 


3-7-77 ' 




Scenic Airlines 


8-24-48 2 r l 


13 


I. 


Nervous 
condition 


10-24-75 
6-30-77 




T.W.\. 


7-25-41 




14 


II 


Disturbance 
of consclou 


7-21-72 




T.W.a. 


6-24-37 




15 


|| 


Ncuro • cond 
sbn. EK1 


10-29-71 




Allegheny Airlines 


6-30-39 




16 


II 


Psychosis 


j-4-77 




Airlift Int'l. 


9-9-25 




17 




LDBD 


5-22-72 




United Airlines 


8-J-:6 




18 


II 


Nsuro. 
condition 


4-3-73 




Eastern Airlines 


2-5-34 j$ 6 


19 


II 


Retained 
IcslcuU 


12-27-76 




■T' W ' A * 


4-9-30 



ERIC 



Pl# 



20. 
21. 
22. 
23. 
24. 
25. 
26. 
27. 
28. 
29. 
30. 
31. 
• 32. 
33 
34 
35. 
36. 
37. 
36. 



Class 


Do fort 


Dnte of 
Excursion 




Airline 


Dnte of 


1 




Pltu 1 tory 
nJenomn 


11-13-73 


Srnnlff Int'l. 


12-6-40 




H 


Corono ry 
heart dU. 


1-10-67 




Yemen Alrveyt 


7-14-18 eftj 


II 


1'tychot lc 
disorder 


3-13-70 


10-19-7 


ftfeatern Airline* 


2-24-40 <Jo 


2 


✓ 


Angina 
pec tor la 


2-9-73 




Pan American 


4-16-20 


S3 




r* fit* r n\/ n m 

accident 


11-30-76 




American Airlines 


5-20-21 


Sr 


JH 


/ 


Angina 
pectoris 


7-12-6**. 
4-10-61* 




T.W.A. 


4-25-18 






J 


AltO 4 nil 

pec tor ii • 


'>-22-73 




Pan American 


9-24-21 




II 




Anjj 1 no 
pec tor ii 


.-21-76; 




United Airlines 


8-6-39 




II 


aneurysm 


5-l*->3 




Eastern Airline* 


2-23-23 


So 


i 


raychosla 


12-30-7$ 




Eaatarn Alrllnaa 


9-8-27' 






Disturbance 
of conaclou 


7-28-70 


8-11-77 


Pan American 


11-16-27 






Ronfl L 4n it i 

inJiim V JUllil 

ulftcnae 


11-7-68' 


4-23-69 


Pan American 


11-1-19 




H 


Co rd lova scu ! 
disease 


10-10-69 


10-7-76 


Continental Alrllnaa 


2-6-21 


¥g 




Angina snd 
dlnbctea 


9-3-75 




Southern Airway* 


1-3-24 


SI 


" 


Disturbance 
of conaclou, 


6-27-79 




Eaatsrn Alrllnati 


2-5-42 , 


31 




3 la cur bancs 

of conaclou. 


7-24-79 




Western Air* naa 


4-19-44 


■ l r 


M 


Drug 

rfopendence 


12-11-79 




National Airlines 


4-5-36' 






Mitral valv< 
repair 


12-11-79 




Texaa Int'l. Alrllnaa 


5-27-27 


JV 


ii 


Subarachnolc 
temorrhajia 


12-27-79 




Republic Alrllnan 


10-19-31 





ERIC 



346 





PI#___ 


Claee 

1 


Defect 


DAtQ of 
ExcefttJlpj) 


Date 

Tcrat. 


Airline 


Date of 
Birth 






Disturbance 
of conaclou 


1-18-80 




United Alrllnti 


5-6-23 J~7 




?» 


NeuroloRic§; 
dl ■order 


3-21-80 




American AlrllneH 


8-4-36 </(/ 


ti 


Neuro 4 eye 
disorder* 


4-30-80 




Delta Alrllnea 


4-4-39 4/ 




1 faychoala 11-15-78 5-18-81 Republic Alrlinea 5-30-41 ^7 




























• 




• 














fbviAO* /We 










- 








• 












• 








* 






I 


. * 














'l 
















f 

























































































































ERIC 



N.me 



ERIC 



CI ntix 


Defect ^ 


— iwmiii 

Da to 


Unto 


1 

tkito 


Onto 


Certified 


2 


Mcolvollsa 


2-12-25 


1-17-77 


12-29-77 


0-30-/0 


















1 




11-1-26 


5-20-76 






11-30-81 
















1 




4-21-21 


7-7-76 























1 




6-11-29 


3-27-79 






7-31-B1 


1 




6-20-23 


2-24-81 






4-30-81 


1 






10-2-79* 


4-29-80 






1 " 




2-3-35 


10-9*00 






. . - 

11-30-81 


1 




11-4-32 


1-21-70 






4-30^81 





















7-1-25 


10-30-78 






9-30-81 

















1 




0-23-25 


1-2-70 






11-30-81 
10-31-81 


1 




9-7-21 


10-9-80 






i 


** 


9-24-29 


7-22-77 






8 31-81 


1 . 














M 


11-26-29 


12-21-77 






7-31-81 



_Rcwirlw! 



ft 

Hi 
</j 

<('. 
fi 

f> 

4t 

¥t 
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Naur 



34 J 



ERIC 



Cl All 


Defect 


Date 
■flf Mr -h,. 


Onto 


P.nco 


Onto 


Cerclflrd 


1 


A 1 co ho 1 1. BIB 


5.3.21 


6-23-78 




7-31-81 






6-20-32 


2-14-80 






7-31-81 


I 


N 




2-15-79 




1 

18-31-81 
















1 


II 


1 9_9£_n 
i*— *»i— ji 


CUn* 2 

0— 11— / r 


Upgraded Cc 
CI. si 1 


J-23-78 


7-31-81 • 


I 


II 


5-15-28 


1-22-81 






10-31-^1 
9-30-81 


1 


II 


7-29-40 


4-16-7^ 




















I 


II 


3-25-39 


7-12-79 






7-J1-81 






i 










I 


II 


9-10-35 




7-28-80 




t 1 




- — 












I 


II 


12-14-22 


*>-19-78 
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Appendix 5 



[Western Union Mailtframj 

Capt Howard Aronson 

New Canaan, C" 1 . 

Hon. Edward R Roybal, 

Chairman, House Select Committee on Aging, 

Washington, DC 

Dbar Congressman Rcvbal. I am a captain with a major air carrier, as well as a 
longtime member of ALPA. I am a firm advocate of changing the FAA age 60 rule 
to allow pilots to fly past age 60 as pilots in command. I am aware that this view 
puts me at odds with the stand nf ALPA, however, I feel that in this case the posi- 
tion of my union is not a val:d cue There is absolutely no reason why a pilot, if 
physically, mentally and proficiently qualified, cannot remain at the controls of an 
airliner after his 60th birthday, the original age 60 ruling was not based on medical 
or scientific data but rather a dictate by the tb n n FAA administrator in the late 
1950's. I hope your committee will be able to have this arbitrary rule changed to 
prevent this discriminatory practice. Thank you for your consideration. 
Sincerely, 

Capt. Howard Aronson 



Aircraft Owners and Pilots Association, 

February 20, 1985 

Donald Engen, 

Administrator, Federal Aviation Administration, 
Washington DC W591 

Dear Don. This concerns the meeting which you attended with Congressman Ed 
Roybal, Chairman of the House Select Committee on Aging, concerning the Age 60 
Rule. 

The meeting was attended by two representatives from AOPA. They havp report- 
ed to me the outcome of the meeting. I feel that it is appropriate at this time to 
outline AOPA's position concerning the possibility of granting exemptions from the 
rule AOPA would support the granting of exemptions to the Age 60 Rule if an ade- 
quate medical examination protocol can be established to determine an individual 
airline pilot's medical qualifications to continue flying. We see no reason why an 
experienced pilot who remai'is medically qualified should not be allowed to continue 
to fly beyond the age of 60 

I understand that you voiced a concern that a project of this type could add to the 
Federal Air Surgeon's already heavy backlog of exemption cases. I certainly appreci- 
ate your concern in this area and AOPA appreciates Dr. Austin's efforts to reduce 
that backlog. I would be happy to discuss your corcerns with you if you feel that it 
would be helpful. 

Thank you for considering our views. 
Sincerely, 

John L. Baker, President 
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Air Line Pilots Association, 
Washington, DC, May JO, 1985 

Hon Edward R Roybal, 

Chairman, Select Committee on Aging, 

House of Representatives, Washington, DC. 

Dear Mr. Chairman. This is in response to your letter to C< >tain Henry Duffy 
dated March 19, 1985 I'm attaching the official pooition of the Association on the 
Age 60 rule. This was established by the Board of Directors of the Association in 
1980. There has not been a change of policy since that time. 

The Association renders it inappropriate to comment further on questions of age 
discrimination at the moment, since the case of Western Air Lines, Inc. v. Criswell 
et al, No. 8o-1545, now pending before the US. Supreme Court, will determine 
some fundamental unresolved questions about current statutory interpretation. 

Thank you for your continued interest in this vital subject. 
Sincerely, 

Paul L Halusay, Director, Legislative Affairs. 



Section 55 Retirement and Insurance, 55.03.01 

AGE 60 

A Age 60 Policy 
Source— Board 1980 

Since virtually all llight deck crew members now in active service have shaped 
their professional careers based upon retirement at age 60, and aince essentially re- 
quired working agreements, seniority and retirement plans h«ive been based on that 
retirement age, and any modification of required pilot retirement a* *ge 60 presents 
serious problems of undesirable impact in the areas of: (a) madia standards and 
examinations, 0» equal applicability to all flight deck crew members, and (c) job se- 
curity, established job equities and promotional opportunities, ALPA* 

1 Endorses required retirement at age 60 for all flight deck crew members. 

2 Shall take affirmative steps requhed to confirm such retirement age and that 
same applies uniformly to all flight deck ere* members. 

3 Shall take action with respect to regulations, legislation or otherwise to assure 
that there shall be no impairment of pilot rights in respect of medical standards and 
examinations, job security, established job equities and promotional opportunities 
and that this shall apply equally to all flight deck crew menbers. 

4 Rescinds all prior language with respect to mandatory retire n*nt age. 

5 Full consideration shall be g:vei to the improvement of reti ement and related 
benefits for flight deck crew members approaching or, now on retirement 

B. Age 60 (Downbidding) 
Source— Board 1978 

So long as the Age 60 Regulation remains in force, ALPA shall, acting legally and 
with respect to the rights of all, take all necessary steps by negotiations, legal or 
other action, as required, to assure a determination that any bona fide occupational 
qualification limitation shall apply uniformly and without discrimination to a .l 
Hight crew members. 

C. Age 60 Retirement (Downbidding to Second Officer) 
Source—Executive Board May 1978 

Grievance to enforce downbidding to Second Officer position in opposition to pro- 
visions of collective bargaining agreements or pension plans shall not be pursued or 
supported by ALPA. 

D. Social Security 
Scarce- Board 1978 

ALPA shall continue effort to provide for commencement of Social Security 
benefits upon any federally-mandated retirement date Negotiating Committees are 
encouraged to negotiate protective provisions to cover pilots between the federally 
mandated retirement date and the date Social Security benefits may begin. Further, 
Negotiating Committees are encouraged to eliminate Social security integration in 
any form from pilot yv>.ision plane through negotiations. 
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Air Iine Pilots Association, 
Washington, DC, August 12, 1985, 

Hon Edward R Roybal, 

n \airnu~n, Select Committee on Aging, 

House of Representatives, Washington, DC. 

Dear Mr Chairman: I am in receipt of your letter 0 ted July 22, in which you 
once a^ain solicit the views of the Association on the FAA's Age 60 rule. 

In light of recent Supreme Court decisions, our Board of Directors will be confer- 
ring with counsel to evaluate the effects upon our present policy However, the 
Board will not meet again until next year. Until then, it would be inappropriate for 
me to comment on the matter 

If I can provide you with any additional information please contact me 
Sincere' v 

Henry A. Duffy, President. 



House of Repress: ;tatives, 
Select Committee on Aging, 
Washington, DC, October 2, 1985. 

Captain Henr/ Duffy, 

President, Air Line Pilots Association, International, 
Washington, DC. 

Dear Captain Duffy' The House Select Committee has scheduled a hearing into 
the Federal Aviation Administration Age 60 Rule for commercial airline pilots. The 
hearing is tentatively scheduled for Thursday, October 17, 1935, at 10:00 

The hearing is planned as a follow-up of the studv conducted by the National In- 
stitute on Aging in 1C80 and '81. We plan to invest jate the continued need for an 
age limit for airline pilots and whether the medical rules for monitoring and evalu- 
ating airline pilots are adequate in light of modern technology. 

In order to oroduce a full record in this matter, the participation of your Associa- 
tion wou,d be helpful. In order to expedite the proceedings, we are asking that all 
participants be identified and eubmit a written statement for the record by Friday, 
October 11, 1985 We further ask that each participant summarize their remarks at 
the time of the hearing If, for any reason, you will not be able to articipate as a 
witness or do not plan to have soi eone participate for the Association, we would 
appreciate a letter from yuu to that effect by October 15, 1985. 

If you h**ve any further questions, please contact Mr Roge ^nomas of my stafl at 
202/226-3375 

Sincerely, „ _ n , 

Edward R Roybal, Chairman. 



Air Lini5 Pilots Association, 
Washington, DC, October 16, 1985. 

Hon Edward R Roybal, 

Chairman, Select Committee on Aging, 

House of Representatives, Washington, DC. 

Dear Mr Chairman. This is in r^ponse to your litter of October 2, 1985 in 
which you ir.^e our Association to tebtify before your Committee on the Age 60 

We appreciate the Committee's invitation but most respectfully decline. The posi- 
tion of the Association in support of the Age 60 rule has not changed since the issue 
was last addressed by the Congress in 1979 . . . A . 

Please be assured that we are prepared to comment on any specinc legislative 
proposal designed to effectuate a change in the Age 60 rule 

nce/ely, _ n , 

Henry A. Duffy, President. 



Prepared Statement of Captain Kenry A. Duffy President, Air Lin£ Pilots 

Association 

The Air Line Pilots Association represents tru professional interests of more than 
34,000 airline pilots employed by 49 U.S airlines Our Association has long had an 
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interest in the FAA's Age 60 rule, the.^fore, we appreciate the opportunity to 
present our views to the committee. 

In 1979, we testified before this Committee and presented detailed testimony on 
our historic involvement with the subject of mandatory retirement. That statement 
is part of the record and is contained in Committee Publication Number 96-183. 
Therefore, thif statement will instead discuss our present position and its develop- 
ment since the subject was last addressed by the Congress in 1979. 

The House of Representatives debated the Age 60 rule on December 7, 1979. 
During floor deliberation ot H.R. 3948, ALP A supported an amendment offered by 
Congressman Jim Howard that charged the National Institute of Health with con- 
ducting a study of the medical and performance implications of pilot aging, and 
whether safety would be adversely affected by changing the retirement age. The 
amendment in the form of a substitute passed by the House. Senate action followed 
and on December 8, 1979, H.R 3948 passed the Senate. 

Pursuant to Public Law 96-171, the National Academy of Science Institute of 
Medicine (NAS/IOM) study panel, which included ALPA's Aeromedical Advisor, Dr. 
Richard L Masters, conducted a thorough review of the subject. The NAS/IOM 
report, already a work of distinguished scientists, then received prompt review by 
another body of equally eminent scholars at the National Institute of Aging (NIA). 
Despite their considerable efforts, these expert panels were unable to justify strik- 
ing down the rule, largely because they were unable to demonstrate with a reasona- 
ble degree of certainty that abandoning the rule would not cause increased risk. 
Futher, while establishing a testing protocol might be seen to be preferable to using 
chronology for a cutoff, they weie unable to show that it could be done within the 
constraints of scientific knowledge, discipline and practice. The impressive weight of 
medical opinion clearly supports the fact that medical tests, broadly speaking, often 
are not designed or intended to be predictive; nor can statistical information per- 
taining to population groups safely be extrapolated to individual predictability. It is 
not possible to reliably apply available medical tests to the numerous body systems 
that must be tested under any projected program with an outcome of safe or realis- 
tic predictability. Simply, the tools are not sufficiently developed to dissect this 
question into its components and accurately measure the parts. 

The NAS/IOM report (March, 1981) raised numerous questions which the panel 
felt could only be resolved by extensive further research. There are references to 15 
to 20 needed researcn subjects in the body of the report, and Chapter 14 itself is 
entitled "Needs and Opportunities for Research". To our knowledge, nothing has 
been accomplished along t*»» e lines. 

The results of extensive evaluation in 1980-198! concluded that there was, at that 
time, insufficient evidence upon which to base a change in the Age 60 rule. 

In November of 1980, the ALP A Board of Directors met in Los Angeles. A report 
was presented by the Association'.; Age 60 Committee. The Committee had moni- 
tored and participated in the NAS/IOM study. The Age 60 issue was once again the 
subject of a lengthy debate by the delegates assembled- The Board passed th€ follow- 
in g resolution. 

"Siiire virtually all flight deck crew members now in active service have shaped 
their professional careers based upon retirement at age 60, and sine- essentially re- 
qune<l working ?greements t seniority and retirement plans have been based on that 
r»ti'-«;meiit age. and eny modification of required pilot reti 'ement at age 60 presents 
serious problem* of undesirable impact in the areas of: (a* medical standards and 
examinations, (b) equal applicability to all flight crew members, and (c) job security, 
established job equities and promotional opportunities, ALPA* 

"1 Endc-ses required retirement at age 60 for all flight deck crew members. 

"2 Srr (1 take *.T'rmative step^ required to confirm such retirement age and that 
sane applk * iiniformly to a J flight deck crew members. 

"3. Shall take action wiln respect to regulations, legislation or otherwise to assure 
that there shall be no impairment of pilot rights In respect of medical standards and 
examinations, job security, established job equities and promotiona opportunities 
and that this shall apply equally to all flight deck crew members/' 

Since our Board and the Congress last addressed the issue, there have also been a 
number of technological changes in the industry that should be thoroughly ad- 
dressed in considering whether a change in the Age 60 rule is now appropriate. 
Most significantly is the two-pilot cockpit configuration in new technology commer- 
cial aircraft such as the Boeing 76? and 767, thereby substantially redurig crew re- 
dundancy and degrading the concept of the "fail-safe" crew. 

In July of 1981, the report of the President's Task Force on Aircraft Crew Comple- 
ment stated, "in our view there is nothing in the sizr of aircraft per se that require 
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a flight crew larger than 2 persons." Thus aU aircraft certificated since that time 
have been approved with a crew of two. 

The issue of the age of airmen ^ying passengers for U.S. air ca \ was never 
considered by the President's Task Force because it was a known f regulatory 
policy that ftr-t 121 air carrier pilots were required to retire at age 60. Had the 
issue of the change in policy regarding other pilots at the controls of our airliners 
been considered by the Task Force, its recommendation may have taken a complete- 
ly (liferent turn. The Task Force leaned heavily on the facts of the then current 
accid nt record which was based on a system in which pilots retired et age 60. 

Wich the decision of the President's Task Force on Crew Complement, the aircraft 
industry rushed to retool the production lines a predominently two-crew aircraft 
production. More recently the effect of the two-crew system has been reflected in 
discussions of the new two*engine, two-crew overwater flights, and has been the sub- 
ject of special waivers by the FAA 'to test these conditions in North Atlantic oper- 
ations. If airline pilots were permitted to continue to fly beyond age 60, many would 
-find their way iito these operations because the number of two-crew, two-engine 
overwater operations is forecasted to increase. Since the more senior (and older) 
pilots enhance their retirement benefits by selecting the international routes, it fol- 
lows that the older group of pilots would select the international flying. 

In testimony before the House Aviation Subcommittee on July 19, 1979, Captain 
Jack Young toted, "... in the rare event of sudden incapacitation of a pilot the 
rest of the crew is available to immediately take over operations of an aircraft in 
accordance with the established procedures. This 'fail-safe crew* concept adds an 
extra element of f r sty to airline operations. Just a few months ago, a 747 captain 
was stricken in »t and the remaining crew members assumed control of the air- 
plane, according to established procedures, and continued the flight as scheduled. 
The passengers and the captain's wife who was on board never readied that the in- 
cident occurred." 

In the two-pilot cockpit and fail-safe system is seriously degraded. The concept of 
workload reduction in these advanced airplanes is not meeting the expectations of 
the manufacturers, and, therefore the incapacitation of one pilot may make the task 
of safe aircraft operation a virtual impossibility. 

Mr. Chairman, and members of the Committee, ALPA appreciates the inclusion of 
this statement in to the official Hearing Record. Thank you. 



Conroe, TX, October 11, 1985, 

Edward R. Roybal, 

Chairman, House *>f Representatives, & lect Committee on Aging, Washington, DC 

Dxab Mb. Roybal: I am unable to attend the hearing on the age 60 rule for air- 
line pilots. I would like you to know not n ll ALPA pilots agree with the ALPA 
policy. 

I believe the country i* losing some fine, experienced pilots because of the Age 60 
rule It is also picking up the expense of supporting these able-bodied men who are 
put out of work. 

The present system of physicals a*>d similar checks that evaluate and monitor a 
man at fifty nine and one half will do the same job on a man at sixty and one half. 

My age is fifty cne. I have been flying on a commercial air line for twenty nine 
years. I am one of the few pilots flying today who was in the cockpit before the Age 
60 rule was enacted. I have flown with pilots who were over sixty, they were good, 
they were safe, they were highly competent. 

Please retire the Age 60 rule. 
Sincerely, 

Cecil J. DuRant. 



Thi National Council on thi Aging, Inc., 

Washington, DC, February 5, 1985. 

Mr. Donald D Engen, 

Administrator, Federal Aviation Administration, 
Washington, DC 

Dxab Mb. Engen: The National Council on the Aging is writing to urge that the 
Federal Aviation Administration expeditiously review its current policies with re- 
spect to restricting commercial airline pilots 60 years of age or older from engaging 
in commercial operations. NCOA believes that this unreasonable and baseless dis- 
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crimination should be purged from Federal policy and that healthy, skilled pilots 
should be given the opportunity to continue to fly beyond their 60th birthday. 

We believe that the sole criteria governing whether or not a person should be per- 
mitted to perform a particular job should be that individual's ability to perform the 
job in question. Older pilots, due to their wealth of experience, should actually en- 
hance air safety through the experience and sophisticated judgment which they 
have developed over decades of flying experience. Forcing commercial airline pilots 
to retire at age 60 represents a foolish, archaic practice which amounts to nothing 
less than outright arbitrary discrimination on the basis of age. 

We recognize that safety is vitally important in any industry involving the travel- 
ing public. And we would not be urging the FAA to reexamine this issue if airline 
passengers were to be put at risk Since the time of the Age-60 Rule's adoption to 
guard against decreases in *kill and risk of incapacitation which were thought to be 
related to aging, sophisticated medical technology and proven screening processes 
such as risk evaluation have been developed to accurately assess the medical status 
of an individual pilot. We believe that the availability of these new, noninvasive 
medical procedures completely undercuts any rationale whatsoever for the Age-60 
Rule. We would also note that the FAA and the commerical airlines themselves 
have already relied on the accuracy of much of this medical testing in evaluating, 
recertifying and monitoring numerous individual pilots under age 60 who have suf- 
fered disqualifying conditions. 

With respect to incapacitation, we would also like to point out that the historical 
record of pilot incapacitations bears little :iship to age. Incapitations not only 

affect pilots of all ages but find their basis in a wide variety of causes. Given -these 
facts, as well as the redundancy of cockpit personnel, restricting older pilots from 
flying when adequate medical testing can determine their fitness ard risk of inca- 
pacitation is a cruel trick on the pilots an* airline passengers alike; there is simply 
no basis in fact for perpetuating this discrimination and its attendant compromises 
to air safety based on false, hysterical stereotypes, suggestive of a Grade B 1950's 
film melodrama, that a commercial airliner is going to crash because an older pilot 
presents a grave risk of suffering a heart attack. 

We believe that there can be no cogent argument advanced which supports reten- 
tion of the Age-60 Rule in an era where the medical sciences have evolved to their 
present sophisticated state. Accordingly, we strongly support the abolilion of the 
rule. While we believe that this regulatory change should be expedited, we believe 
that immediate action should be tak*n to allow airline pilots to establish individual 
health status and fitness to fly through available medical and functional testing 
which would Qualify them for an exemption from the Ago-60 Rule. 
Sincerely, 

Charles Edwards, General Counsel 



Aging Effects and the Professional Pilot 
(By Robert W Elliott, Ph.D , ABPP, Manhattan Beacn, CA) 

INTRODUCTION 

Considerable research regarding the psychological, neuropsychological, physical, 
and social aspects of aging has been generate during the last few decades. As a 
result of this research, real life decisions regarding social programs, retirement, and 
medical treatment has resulted. Society, in general, has become increasingly con- 
cerned about the status and rights of the older citizen, for one reason, because this 
population is becoming a larger segment of our society. Those people who are 65 
years or older now represent over 11% of the current United States population. 
Early into the next century, the same population may represent 20% or more of the 
U.S. population (Stcrandt, 1983). 

Birren and Scheie (1977) reviewed much of the literature and research in the field 
of aging. Their review strongly suggested that the aging process affected various 
physiological and cognitive functions, but at vastly different rates. While most ex- 
perts agree with this statement, there is now wide disagreement regarding the 
extent and nature of the changes accompanying the aging process. The most heated 
debate on this subject took place between Baizes and Scheie (1974, 1976) and Horn 
and IXnaldson (1976). 
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i-HE PROBLEM 



The FAA issued Civil Air Regulation Amendments 40 22, 41-29, and 42-24 in 
1959 These amendments addressed the issue of maximum age limitations for airline 
pilots. These documents noted that the number of active pilots over age 60 was in- 
creasing, they were flying increasingly *vrre sopliisticated aircraft which were car- 
rying more passengers, and they were operating in and out of airports and airspace 
with higher density air traffic. Concern was expressed by the FAA about the . . . 
sudden incapacitation of some of the older pilots in the course of flight." The FAA 
noted that any efforts to predict who would suffer sudden incapacitation were con- 
sidered futile and not medically sound because . . evidence of the aging process 
are so varied in different individuals • • and, therefore, inaccurate in regard to 
any single individual (Gerr Ihewohl, 1978, p. 2). 

the Pilots Rights Association a, id the U.S. House of Representatives Select Com- 
mittee on Aging have questioned whether mandatory retiiement for airline pilots at 
60 years is justified in ligM of current medical and psychological research findings 
and advancements. In a letter from Donald Engen, FAA administrator to Captain 
Jack Young, President, Pilots Rights Association, (March 11, 1985), Engen main- 
tained that the age 60 rule was ". . . the best solution to a difficult problem." 



Research investigating charges in aging has been beset with a number of difficul- 
ties Botwinick 1977) pointed out that aging research which produced data regard- 
ing intellectual decline as age was increased depended on the (1) age spectrum being 
investigated; (2) kinds of tests used; (3) the researchers definition of intelligence; (4) 
sampling techniques; and (5) research design limitations. Because these variables 
may bias the results of research, investigators such as Schair (1980) have recom- 
mended a conservative position and have suggested that "decline" data should be 
regarded with suspicion. 

Eaily research efforts which dealt with aging changes were generally cross-sec- 
tional design studies. The researcher would administer tests to subjects of various 
ages and wouid compare the performances of the different age groups. Thus, re- 
searchers were led to believe that intelligence, for instance, increased up to early 
adulthood, reached a plateau and remained there for about 10 years, ana began to 
decline after the age of 40 years (Baltes and Schaie, 1974). 

Longitudinal studies have become available which raise serious questions about 
the validity of ci oss-sectional studies. In longitudinal research, which is another 
design method with which to study age changes, the researcher tests a single group 
of subjects over a period of time, often years, and investigates the performance 
changes of each person at a different age. The results of such studies have suggested 
that intelligence does not decline as a consequence of aging as quickly as had been 
assumed with cross-sectional design studies. Scheie and Strother (196o) investigated 
this issue by administering two intelligence tests to 500 subjects, ranging in age 
from 21 to 70 years. Seven years later, 301 of the subjects were retested with the 
same tests. A number of the subjects were tested a third time after seven years had 
passed. When the data was analyzed cross-sectional ly, the conventional pattern of 
early, systematic decline was observed. When the results were analyzed longitudi- 
nally, the only statistically significant declines identified were those which were 
speed related. There was nc significant age-related change in cognitive flexibility 
Crystallized intelligence, as well as other measures, improved with age. Fven those 
over 70 years old improved on a number of measures. The differences between 
scores were a result mainly of generational differences and not due to differences in 
chronological age. When deterioration has been evidenced in longitudinal studies, 
the deterioration has tended to have been evidenced very late in life and "smaller 
in magnitude than in cross-sectional studies" (Maclnnes, et. al., 1985). Genuine abili- 
ty differences are not generally apparent until well over the age of 60 years (Ana- 
tasi, 1982). 

Another critical issue evident in many of the research findings on aging is the 
issue dealing with the great differences in the rate of aging among and between in- 
dividuals (Gerathewohl, March, 1978). Thus, a research finding may not apply to a 
single individual (Gerathewohl, August, 1978). Individual differences within any one 
age level are greater than the average difference between age levels. Studies of 
aging, investigating individuals in their 70*8, 80's, and 90's, indicate that intellectual 
functioning is more closely related to the subjects' health than chronological age 
(Anatasi, 1982) 

Figure 1 illustrates the greater differences among a group of older people than 
among the yoi ng, on a measure of cognitive functioning. In aadition, the data indi- 
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cate that 33% of those in their 60's perform at a higher level than the average for 
the group in their 50's (Schonfield, 1974). This data provides further support for the 
contention that greater individual differences are evidenced in the older person. 
Some individuals, as they age, show decline in 'Lills, others show no change, and a 
few others show improvement 
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Figure 1 : ProfTtuive matrices (men): DtstrT ion of 40-nimiU scores with 
meuu indicated by horizontal lines (From Ai +*& Function by A. Heron and 
S. Chown, London. J. It A. Cburchfl), 1967. Copyright 1967 by J. & A. Churchill. 
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CHANGES IN NORMAL AGING 



Birren (1974) pointed out that aging individuals can do most of the things that 
they did when they were younger but now they can't do them as quickly. Yet, as 
noted earlier, the range of individual differences is considerable. 

Aging is not synonymous with disease. Normal aging refers to a time-related bio- 
logical process which is not a result of disease, trauma, or stress (Robertson, Ichabo 
and Arenberg, 1985). A wide variety of studies have shown that there is no loss of 
capability in certain functions, such as reasoning and memory, as one ages normal- 
ly. There does appear to be a decline in speed of learning, speed of processing new 
information, and reaction time. Again, it is the encroachment of disease processes 
which accounts for the incapacity attributed to agin*. Sz&fran (1968) noted that 
". . . insofar as skill proficiency can ever be evaluated outside the flying situation 
itself, the routine aspects of the professional pilots' skills are unlikely to be serious- 
ly affected by aging over the usual span of normal working life." Professional pilots 
appear to be able to compensate for subtle losses with a strong capacity to adapt 
readily to changing requirements and conditions and high motivation in planning 
efforts to maximize their performance. 

Personality issues in aging have produced a wide variety of statements about how 
personality changes over the years. Yet, vsy few research studies which support 
the proposition that personality changes «s one ages are longitudinal in design. 
Those studies which have used longitudinal design features (Siegel, 1979; Costa and 
McCrae, 1978; Doubles and Arenberg, 1*78) have independently come to the conclu- 
sion that personality changes little or none with age. There appears to be consider- 
able stability of character, assertiveness, and sociability. The well adjusted 30-year- 
old is likely to become a well-adjusted 65-year-old. If one sees changes in personali- 
ty, these changes may be an early signal of some type of . athological process. 

Occasionally, one comes across statements that as individuals age, tney seem to be 
less capable of handling stress. McCrae and Costa (1985> .eviewed the literature and 
found that older persons are not under any greater stress than younger persons and 
cope with the stresses of life in as efficient a manner as younger individuals. Confu- 
sion, memory defects, depression, when evidenced in the older individual, are gener- 
ally signs of physical problems (Jarvik and Neshkes, 1985). 



Through psychological and neuropsychological assessment processes and testing, 
levels of psychopathology, personality strengths and weaknesses, cognitive function- 
ing, sensory responsiveness, and social behaviors can be investigated and measured. 
A number of measures and assessment processes are suitable for the older adult, 
although the availability of normative data on older adults is skimpy. Norms for the 
older adult are important for the assessment process because it is necessary to know 
if a test finding deviates from the norm because of psychopathology or because of 
normal aging declines. 

Lezek (1983) summarized t T ie four areas of intellectual activity which researchers 
have indicated have been associated with old age. 

(1) Although the memory capacity of the elderly differs little from that of 
younger adults, storage and retrieval problems become evident witn advanced 
age. 

(2) The elderly have more difficulty manipulating abstract and complex con- 
ceptualizations. The elderly differ little from their younger counterparts in han- 
dling meaningful and concrete data. 

(3) Difficulty in adapting to new situations and changing mental set is evident 
in individuals as they move into "old age." 

(4) There is a general behavioral slowing which affects psychomotor activity 
and specific memory functions. This is not evident in self-paced tasks. 

The ideal way to measure any psychological or neuropsychological condition or 
state is to compare the present level of performance with an earlier measured level 
of performance. Although longitudinal performance measures are rarely pa able in 
most investigative studies (Miller, 1980), such a design should be used in any in- 
stance where there is concern about identifying a deteriorating condition. If a longi- 
tudinal design is used, care must be taken to make sure that the measures used are 
highly reliable and not compromised because of a practice effect. 

In a series of memos and letters between the FAA and the House Select Commit- 
tee on Aging (Personal Communication*. Febr uary 26, 1985; April 26, 1985; and 
August 26, 1985) and in federal regulations (14 CFR, Part 21, V47, No. 131 and 14 
CFk. Part 121, V499, No. 72), the FAA made a number of statements concerning the 
aging process. The FAA's concerns f ocused on deterioration of functions with age, 
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loss of ability to perform a highly skilled task rapidly, inability to perform in a com- 
plex and stressful envn ^nment, inability to apply judgment and reasoning in new 
situations, slowing in the ability to process and respond to information and altered 
speed, and deficits in attention, psychomotor pe/formance, memory, and problem 
solving ability 

In the same series of memos/letters, the FAA noted that there were no perform- 
ance tests available which could predict or preclude adverse effects in any individ- 
ual case and there was no appraisal system which could identify pilots who would 
pose a hazard to safety. They also noted that there were no measures which could 
determine the effects of aging on performance. They added that numerous formal 
studies focusing on the issue of aging had been . . made over the years, all with 
similar results 

Ger. thewohl (1977), for the FAA, reviewed the literature on aging and ite rela- 
tionship to flight safety. In the studies reviewed, a number of traits, factors, and 
skills were identified which were said to have beer affected by the aging process. 
For organizational purposes, Table 1 lists the traits, factors, and skills, commented 
upon in Gerathewohl's review, under one of the three headings* sensory process, 
cognitive process, and personality traits. 

TABLE 1. — AGE-RELATED VARIABLES ASSOCIATED WITH BEHAVIOR, PERFORMANCE, AND 
PROHCIENCY OF AIRCRAFT PILOTS 



[Gerathf*tii 1977; 



Sensory processes 


Cognitive processes 


Personality traits 


Perception 


Memory 


Adaptability 


Auditory 


Acquicitwi 


Judgment 


Tactile 


Storage 


Self-identity 


Visual 


Recognition 


Motivation 


Speed 


Recall 


Agistment 


Reaction time 


Long time 


Temperament 


Perceptual 


Short 


Leadership 


Dexterity 


Information processing 


interpersonal relationship 


Spatial orientation 


Problem solving 


Self -discipline 


Reserve 


Flexibility 


Self-confidence 


Manual skills 


Attention 






Orientation 


Anxiety 




Foresight 


Tension 




Vigilarve 


Depression 




Reasoning 


Anger 



CLINICAL TESTING OF AGING FEATURES 

Hundreds of psychological and neuropsychological tests are available from pub- 
lishers for professional use New tests are constantly being introduced because of an 
increasing need for specific patient information. Substantive development*, in the 
field of testing are always evolving. For instance, there is a growing emphasis on 
construct validation in personality testing and renorming of test data in an effort to 
match more closely specific populations. Standardized neuropcycho logical batteries 
and computerized self-administered tests are new developments in the field. 

It is not the purpose of this paper to discuss reliability and validity issues nor 
issues regarding standardization or development of normative groups. Those issues 
aro covered extensively in a variety of text books on testing (Anatasi, 1982). Appen- 
dix A lists various tests which can be used to investigate the variables listed in 
Table 1. Some of these tests have been normed on an older adult population and 
others have not. A listing of the test publisher or source of the test is also included. 

In Table 2, each age-related variable is listed with the tes^s indicated that are ca- 
pable of measuring strengths, weaknesses, or characteristics of that variable. The 
publisher of each test is listed in Appendix A. 
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Teble 2 

Tests copobJc of Assessing 
Verleblcs essocleted with Aging 
(See Appendix A for Publishers) 



Adjective Ct*ck Lilt 
Auditory Dl aerial nation T>»1 
B»fxJtr Vlmel-Geitall Tail 
Benton Vitutl attention TmI 
California Piychoioglcal Inventory 
Ce'egory Tail (BooMat for*) 
Clinical Analyaia Queatlonnalre 
Cognitive Olagnoatic lattery 
Cowoy Peraonelity Scolei 
Conaaquencaa 

Oepreailon AJjeclive Chech Llil 
Edward* Peraonal Preference Schedule 
Chadded riguree Teat 
tytenefc Peraonelity Ouoiwlomalrt 
. racial tocognltion 
ringtr Local 1 tat Ion 
flngrr tapping Teat 

Coldean-rie' jo-Woodcock Tail or auditory 

01 tcr 1*1 not Ion 
teldnan^iatoe-«DodcocK auditory *11U 

Tail Ballary 
Cullford'Il — ew n Teapereaent Survey 
Grooved Pagboard 

halaUad-Rtltan Neuropaychologlcel Battery 

*»gm Peraonallly Inventory 

HoltiMan lnfcolot Technique 

Hooptr Viiual Organixation Tail 

IPNT anxiety Scale 

IPeT Oapreiilon Scaia 

love Screening Battery rot to lei Decline 

Jack ion Peraonelity Inventory 

J udgeaeM of Line Orientation 

Kendrick Battery for the Oe Lac I Ion of 

Deaantie in the (Idorly 
Knox Cubee 
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Table 2 (Continued) 



Age-Related V-rlubles 



0 

ERIC 



Tests capable of Assessing 
V ariables associated with Aging 
(See Appendix A for Publishers) 



mwm mmumi wn$ 



>!na Cfflc 
Utter Cancellation Ttst 
Lurle-Nobroifca Neuropsychological Battery 
heroon Evaluation 
ftmual Spaed and Accuracy Teat 
nt*ory-For •Designs Teat 
Aimeiote hultl phasic Personality Inventory 
Motivation Analysis Teat 
Ptator-Free Visual Perception Teat 
Pbtor leperslstence Teat (lent on) 
■ultlple Afreet Adjective Chert List 
nyers-erlggs Type Indicator 
Objective-Analytic (D-l) Anilely Battery 
Perceptual Speed Test 
Personal Orientation Inventory 
Ph pn ea e 01scrl*!"»tlon (Benton) 
Porteua Hire Test 
ProFllt or flood Stetee 
Progressive trice* (Haven) 
Purdue Pogboord 

Quick Neurological Screening Teat 
Aeactlon Tine Apparatus 
Aey-Osterrelth Conplaa Tlgure Teat 
Night-Left Orientation Teat (Benton) 
Borschach Psychodlagnoatlcs 
Schcle-Thuretono Adult Rental Abilities 

Test-Zom OA 
Senior Apperception Techniques 
Serial Digit Learning (Benton) 
SUteen Personality factor Teat 
Spatial Orlenutlon leja pry T "t 
State-Trait Anxiety Inventory 
Steadiness Test 
Stranberg Oe»terlty Test 
Stroop Color I etord Test 
Syabol Digit Modalities Test 



Personality Traits 



Cognitive Processes 



Sensory Processes 
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T»ble 2 (Continued) 

Ten* capable of Aliening 
Variable! associated with Aging 
($ee Appendix A for Publishers) 



Tactile Tom Perception Te»t (Benton) 
Tewptrawent end Velvet Inventory 
Temporal OrltnUtlon (Benton) 
Thtmetlc AcptrcrptlDn Teat 
Thrr«-Dl»en*Jorvjl 9l0ch Construction 
Trail **lnq. Test 

Visual form Discrimination Tttt (Benton) 
■fctton-Glestt Critical Thinking Actual ul 
ewchtltr Mult Intelligence Scale-ftevleed 
tatMlrr Keworr Scale 
Wisconsin Card Sorting Tret 
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This listing of testa is not meant to be inclusive but represents a sampling of vari- 
ous measures available to the practitioner Most of the t°sts listed are well-known to 
psychological testing specialists and all arc readily available. 



Research does indicate that there are declines in specific skills and functions as a 
result of the aging process. Some of the declines begin in the 20's and others begin 
in the 80 's It cannot be assumed that decline is apparent across all skill areas, nor 
does every individual manifest decline, nor is decline necessary as a result of aging. 
Many, if not most, skills are more dependent upon the individual's health status 
than upon his or her chronological age. Some research has even concluded that 
some skills improve with age. Cognitive tasks, in particular, appear to be fairly 
stable across groups, until about the age of 70 years. Benton el al (1^81) indicated 
that the ". . . intellectual status of healthy older people, as measured by neuropsy- 
chological tests, remained within normal limits through the eighth decade." When 
emotional declines have been associated with increasing age, these declines have 
frequently been associated with biological disturbances and physical complaints. 
New psychological disorders, with a physical component in the ageci, are rare. 
Chronological age alone tells us very little about the status of an individual's func- 
tion skills 

At times, the slower response rate seen in older people may also have some ad- 
vantages. A number of studies (Birkhill & Schaie, 1975) concluded that older individ- 
uals tend to be more cautious and less likely to respond quickly in situations where 
the> sense they will fail or in situations where the losb would be too high. Older 
adults prefer safer alternatives and are low risk takers. 

The research on aging indicates that there are vast individual differences and in- 
dividual patterns of changes as one ages. Psychological and neuropsychological as- 
sessment techniques have been developed which can address these differences ai*d 
patterns. Early signs of deteriorating processes can be identified with a high degree 
of certainty and changes over time can be measured reliably. Current instrumenta- 
tion is able to measure changes on age-related sensory, cognitive, and personality 
variables across a wide age span, including the over age 60 group. If a comprehen- 
sive evaluation is completed on an individual who has impaired skills, significant 
signs of impairment are likely to be evidenced. Until a decline in capability is evi- 
denced, there is no valid reason, psychologically or neuropsychological ly, why an in- 
dividual should not be able to continue to function in his chosen profession — includ- 
ing professional pilots 

Research findings from the last decade argue that chronological years alone are 
not necessarily equated with decline and, therefore, age alone should not be consid- 
ered a sufficient reason for retirement. 



As individuals age, they are more susceptible to a variety of illnesses and are in- 
creasingly likely to develop disorders and experience difficulties in living. The risk 
of impairment increases for a group as they age. The FAA has available to them 
records on commercial pilots under 60 but few records on commercial pilots over 60 
years. In order to compile data on the over 60 year old pilot, it is recommended that 
the maximum age for a commercial pilot be extended to 65 years before the pilot is 
manditorally retired. 

After the age of 60 years, assessment of sensory and cognitive processes should be 
required as part of the pilots' six month routine medical evaluation. Competent ex- 
aminers could be identified to complete this examination process Thee does not 
appear ♦ be sufficient evidence in existing research findings to justify the need for 
an isse^ ment of personality and emotional variables. 



This appendix lists tests that can be used in the assessment of the age-related 
variables noted in Table 1 Some of the tests are batteries and contain a number of 
separate tests, each used for investigation of a specific area of functioning The list 
is compiled alphabet' call y 
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Ret 

No rest Mles Piasters 



1 Adjective Check List 

2 Audiiory Discnmmation Test 

3 Bender vlsual-Gestalt Test 

4 Benton Visual Retenton Test 

5 California Psychotogical Inventory 

6 Category Test (Bookkt form) 

7 Clinical Analysis Questionnaire 

8 Cognitive Diagnostic Battery 

9 Coinrey Personality Scales 

10 Consequences 

11 Depress*)" Adjective Check List 

12 Edwards Personal Preference Scneaule 

13 Embedded Figures Test 

14 Eysenck Personality Questionnaire 

15 Facial Recognition 

16 Finger Localization 

17 Finger Tapping Test 

18 FIRO-B 

19 Goldman Fistoe Woodcock Test of Auditory Discrimination 

20 GoWman-Fistont-Woodcock Auditory Skills Test Battery 

21 Guilford-Zimmerman Temperament Survey 

22 Grooved Pegboard 

23 Halstead-Reitan Neuropsychological Battery 

24 Hogan Personality inventory 

25 Holtzman Inkblot Technique 

26 Hx?er Visual Organization Test 

27 tpat Arxiety Scale 

28 I PAT Depression Scale 

29 Iowa Screening Battery for Mental Decline 

30 Jackson Personality Inventory 

31 Judger^nt of L'ne Orientate 

32 Kendrick Battery for the Detection of Dementia in the 

Elderly 

3? Knox Cubes 

34 learning Efficiency Test 

35 Letter Cancellation Ttst 

36 Luna-Nebraska Neuropsychological Battery 

37 Hanson Evaluation 

38 Manual Speed and Accuracy Test 

39 Memory-For-Designs Test 

40 Minnesota Multiphasic Personality Inventory 

41 Motivation Analysis Test 

42 Motor-Free Visual Perception Test 

43 Motor Impersistence Test (Benton) 

44 Multiple Affect Adjective Check List 

45 Myers-Bnggs T/pe Indicator 

46 Objectrve-Anafystic (O-A) Anxiety Battery 

47 Perceptual Speed Test 

48 Personal Oremtation Inventory 

49 Phoneme Discrimination (Benton) 

50 Porteus Maze Test 

51 Profile of Modd States 

52 Progressive Matrices (Raven) 

53 Purdue Pegboard 

51 Quick Neurological Screening Test 

55 Reaction Time Apparatus 

56 Rey-Osterreith Complex Figure Test 

57 Right-Left Orientation Test (Benton) 

58 Rorschach Psychodiagnos'ics 

59 Schaie-Thurstone Adult Mental Abilities Test-Form OA 

60 Senior Apperception Techniques 

61 Serial Digit Learning (Benton) 

62 Sixteen Personality Factor lest 

63 Spatia' Orientation Memory Test 



National Computer Systems 
Western Psychological Services 
Ame r »can Ortnro Association 
Psychological Corporation 
Consult-ng T ycnotogists Press 
Psychological Assmt Resources 
Instit for Pers & Ability Test 
Psychological Assmt Resources 
Educ 4 Industrial Testing Svc 
Sheridan Psychological Svcs 
Hue & Industrial Testing Svc 
Psychological Corporation 
Consulting Psychologists Press 
Educ & Industrial Testing Svc 
Oxford University °ress 
Oxford University Press 
Reitan Neuropsychology Lab 
Consulting Psychologists Press 
American Guidance Se vice 
American Guidance Service 
Sheridan Psychological Svcs 
Lafayette Instrument 
Reitan Neuropsychology Lab 
National Computer Systems 
Psychological Corporation 
Western Psycno<ogical Services 
Instit for Pers & Ability Test 
Psychological A&mt Resources 
University of Iowa 
Psychological Corporation 
Oxford University Press 
Psychological uKpaution 

Stoefting 

Psyhological Assmt Resources 
Dilter 

Western Psyc* t yja\ Services 
Western ^'sycto^ical Services 
Western Psychological Services 
Psychological lest Specialists 
National Computer Systems 
Instil for Pers & Ability Test 
Psychological Corporation 
Oxford University Press 
Eluc & Industrial Testing Svc 
National Computer Systems 
Instit for Pers & Ability Test 
Moran & Metferd 
Educ & InoV'rial Testing Svc 
Oxford iNrversity Press 
Psychological Corporation 
Educ & Industrial Testing Svc 
Psychological Corporation 
Science Research Associates 
Jastak 

Lafayette Instrument Co 
Leak 

Oxford University Press 
r »wd 4 Sfratton 
uNisulting Psychologists Press 
CPS 

Oxford University Press 
Instit for Pers & Ability Test 
Language Research Associates 
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Test titles 



PuNtstefs 



64 

65 
66 
67 
68 
69 
70 
71 
72 
73 
74 
75 
76 
77 
78 
79 



Stale-Trait Anxiety Inventory 
Steadiness Test 
Stromberg Dexterity Test 
Stroop Color & Word Test 
Symbol Digit Modalities Test 
Tactile Form Perception Test (Benton) 
Temperament ana Values Inventory 
Temporal Orientation (Benton) 
Thermatic Apperception Test 
Three-Dimensional Block Construction 
Trail Making Test 

Visual Form Discrimination Test (Benton) 
Watson-GJaser Critical Thinking Appraisal 
Wechsler Audit Intelligence Scale-Revised 
WechsJer Memory Scale 
Wisconsin Card Sorting Test 



Oxford University Press 
Psychological Corporation 
Psychological Corporation 
Psychological Corporation 



Ratan Neuropsychology Lab 



Psychological Assmt Resources 



Psychological Assmt Resources 
Western Psychology' Services 



Oxford University Press 
National Computer Systems 
Oxford University Press 
Harvard University Press 
Oxford University Press 



Consulting Psychologists Press 



Lafayette Instrument Cc 
Psychological Corporation 
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Jonesboro, G A, October 24, 1985. 

Rep. Edward Roybal (IXklif.) 
Rayburn HOB 
Washington, DC 20515 

Dear Rep. Roybal, Thank you for your interest and concern for the professional 
airline pilot. The age sixty retirement is almost like a death sentence to many pilots 
who love their jobi more than anything else in their lives. As the wife of an airline 
pilot who faces this in three years, I can tell you, we both dread that day. He is the 
son of Georgia's pioneer aviator, has been flying since he was sixteen and flying is 
his life. 

I have waxhed many people, in all wall* of life, come to retirement. It seems 
when they give up their work, they often begin to age more quickly and their health 
goes. Their energy and purpose for living seems gone. As people are living so much 
longer, sixty seems too young to cut them off from their professions. Think of all the 
experience we lose by this. 

The pilots have physicals every six months and flight checks regularly. I believe, 
if the records were checked (before this rule went into effect), they would find no 
more incidence of incapacitation in pilots over sixty than under sixty. However, I 
am sure that passengers are in more danger from hijackers and terrorists than from 
pilots over sixty. 

There is one more thing the government must address concerning this mandatory 
retirement. It seems that one hand does not know what the other is doing. The FAA 
forces the pilot to retire at sixty and the Social Security punishes him for doing so 
by reducing his benefits. Now he has paid one of the highest premiums all hi' work- 
ing life but receives reduced benefits. At the very least, he should be allowed to 
work until sixty-five or have some special rule concerning his Social Security bene- 
fits. 

Thank you, again, for your concern and please keep up the fight. I am sending a 
copy of this letter to my congressman Rep, Newt Gingrich. 
Sincerely 

Mrs. Dee Epps. 
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Congress or the United States, 

House or Representatives, 
Washington, DC, June 25, 1985 

Mr. Herbert Ewald, 
Lighthouse Point, FL 

Dear Mr. Ewald Enclosed please find the response I have received from the Fed- 
eral Aviation Administration as a result of my inquiry on your behalf. 

I apologize for the delay and hope this information is beneficial at this time. 

If you have further questions pertaining to this correspondeDce or if additional 
discrepancies arise, please do not hesitate to call my office. 
Sincerely, 

E. Clay Shaw, Jr., 
Member of Congress. 

Enclosure. 

U S Department or Transportation, 

Federal Aviation Administration, 

Washington, DC, May 21, 1985. 

Hon. E Clay Shaw, Jr.. 
House of Representatives, 
Washington, DC. 

Dear Mr. Shaw: This is in response to your April 25, 1985, letter concerning Part 
121.383(c) of the Federal Aviation Regulations (FAR). Part 121.383(c) provides that a 
holder of a certificate under Part 121 of the FAR may not use person** 60 years of 
age or older as pilots, and that persons 60 years of age or older may not serve as 
pilots for certificate holders. In this sense, Part 121.383(c) is an operational, rather 
than a medical, rule because its restricts the operations of certificate holders and 
pilots employed by them. 

Of course, the rationale for Part 121.383(c) is a basically a medical one. Pilots, like 
all of us, decline in physiological performance with age and are subject to an in- 
creased risk of cardiovascular and other diseases with potentially disabling conse- 
quences. From the operational perspective, as a natural part of the aging process, 
various skills and mental processes begin to deteriorate, often in subtle ways that 
are difficult to detect, yet which may pose a risk to air safety. Since it *s not cur- 
rently possible, given the available technology, to determine a person's physiological 
age, the FAA has concluded that chronological age is the only feasible way to deter- 
mine when pilots should no longer be able to serve in Part 121 operations. For the 
same reasons, the FAA current practice is to deny exemptions from the provisions 
of Part 121.383(c). 

I should point out that Part 121.383(c) does not "ground" a pilot on his 60th birth- 
day. A pilot may continue to be employed by a carrier in operations other than 
under Part 121, such as a check pilot or flight instructor. He may also serve in a 
non-pilot position, such as a flight engineer or navigator. 

I hope this information will help you in responding to your constituent's inquiry. 
Sincerely, 

Edward P. Taberman, 
E Tazewell Ellett, 

Chief Counsel. 



Air Transport Association of America, 

Washington, DC, October 16, 1985. 

Hon Edward Roybal, 

Chairman, Select Committee on Aging, 

House of Representatives, Washington, DC. 

Dear Mr Chairman: The Air Transport Association of America (ATA) which rep- 
resents the scheduled airlines of the United States 1 appreciates this opportunity to 
comment once again on the mandatory retirement age for pilots, the Age 60 Rule. 
For your record, I would like to reiterate the comments which we made on the Na- 
tional Institute of Aging's Report titled "Airline Pilot A^, Health and Perform- 
ance: Scientific and Medical Considerations" in May 1981. 



1 Of the 32 \TA member airlines, Frontier Airlines and Republic Airlines have differing 
views on the mandatory retirement of pilots at age SO 
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The basic issue raised by any consideration of a mandator)' retirement age for air- 
line pilots is safety; it is not an issue of discrimination, economics, or pension plans, 
but safety The Report confirmed that 

(1) Pilot performance can be adversely affected both by decrements accompanying 
the aging process and by a broad variety of medical conditions, the incidence of 
which increases with age 

(2) Despite the various advances which the Report ad>ocates be considered with a 
view towards improving the medical certification process, validated medical and 
pilot performance tests to measure certain age-related performance decrements and 
the effects of such decrements on pilot proficiency are lacking 

ATA thus views the Report as providing solid additional support for its position 
that safety should in no way be compromised by a change in the mandatory retire- 
ment of pilots at age 60 
Sincerely, 

J Roger Fleming, 
Senior Vice President, Technical Services. 



Manhasset, NY, October 13, 1985 

Cong Edward R Rovbal, 
Chairman, Select Committee on Aging, 
House of Representatives, Washington, DC 

Dear Congressman Roybal I understand that you are conducting a hearing into 
the FA As Age 60 Rule for commercial airline pilots on October 17, 1985. Unfortu- 
nately, I will be working that day and cannot attend but wish to make a statement 
for the record 

I have just returned to work as a Flight Engineer as a result of court action and 
have also just had my sixty-seventh birthday I had been away from flying for seven 
years, yet had no difficulty qualifying as a Flight Engineer on the L-1011. Previous 
to my forced retirement I had been a captain for twenty-five years, the last few on 
the L-1011. As part of my Flight Engineer training I "flew" the flight simulator as 
captain for about two hours The check captain on this "flight" said that I flew as 
well as most trainee captains flew after about twenty years. 

In being put back to work under a court order I was subjected to a much more 
comprehensive physical examination than is normally inflicted on pilots. I also took 
a lengthy psychological examination and a treadmill stress test. 

The worn out statements made by the FAA that they cannot test persons over the 
age of sixty is absolutely false, A test is valid at any age. 

The FAA tries to say the* the Age 60 Rule has resulted in the present safety 
record of the airlines and should therefore be kept. Actually the safety record has 
not changed much in the last forty years. Consider these facts. 

(1) Prior to 1960 there were quite a few captain^ flying who were over sixty and 
none were involved in a recorded accident 

(2) All accidents of airline aircraft have been by captains that have been less than 
sixty years of age. 

(3) There are records that show that a great many pilots have been incapacitated 
or even died in flight 

(4) All of these incapacitations wer* of pilots less than sixty years of age. Most of 
them being caused by "food poisoning " 

(5) No scheduled airline accident in the United States by a U.S. company has ever 
been found to have been caused by the physical or mental condition of a flight deck 
crew member 

(5) The forced retirement of competent pilots simply because of age has resulted 
in the rapid promotion to captain of inexperienced persons and has resulted in at 
bast one serious *- ident. (The Air Florida crash at Washington National Airport 
just a couple of years ago ) 

At the present time there is a great shortage of qualified pilots in this country 
and this situation is being greatly aggravated by the forced retirement cf qualified 
pilots 

Sincerely, 

Eugene W. Garges, Jr. 
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RISK-BASED VERSUS AGE-BASED CERTIFICATION OF AIRLINE PILOTS 

(Statement prepared for the House Select Committee on Aging by Axel A Goetz, 
M D , Ph D , Vice President, Research, General Health, Inc ) 

The Federal Aviation Administrations congressional mandate is to ensure that 
the U.S. airlines "perform their services with the highest possible degree of sffety " 
How well is this mandate served by the FAA's present rule requiring commercial 
an line pilots to retire at age 60 ? Can it be served better by adopting another retire- 
ment rule? 

Threats to public rafety arise to the extent that pilots art not proficient or are at 
risk of sudden adverse health events (e.g , stroke). The fact that proficiency deterio- 
rates and risk increases with age is the basis for the Age 60 Rule Age is a good 
predictor of average risk and average proficiency in the population of airline pilots. 
However, by itself it is a poor measure of risk and proficiency of individual pilots 
because it is indirect and its influence is often small compared to the combined 
effect of other variables. To minimize erroneous decisions about certification of indi- 
vidual pilots one has to measure risk and proficiency as directly as possible. While 
direct measurement techniques for proficiency are employed extensively, the same 
cannot be sa'd for risk. 

The following discussion deals with the measurement of individual risk. It shows 
for a specific case that age, by itself, is a poor measure of risk. At any age, the indi- 
viduals in a population show a wide range of risk of, say, getting a heart attack. The 
variability of risk within age groups far exceeds the variability of risk among age 
groups This implies that there are hgh risk individuals at low ages and low risk 
individuals at high ages To the extent that present procedures do not detect high 
nyk pilots below age 60 (even though detection is quite possible), they conflict with 
the FAA's safety mandate. To the extent that present proceduies exclude proficient 
low risk pilots due to age, they are unnecessarily stringent. Considerable improve 
ments are feasible in measuring risk of the most important source of catastrophic 
health events, namely cardio-vascular disease Such improvements would contribute 
to airline safety, and they would pe; mit relaxation of the Age 60 Rule without com- 
promising safety. 

Judicious application of risk estimation methods would permit heaUhy and profi- 
cient pilots to continue flying under Class I certification past the present age limit. 
Younger pilots at high risk could be recertified, provided they effectively reduced 
their risks through appropriate therapeutic and health promotion interventions. 

The present retirement rule limits risk of cardio-vascular catastrophic events only 
partially, as age is only one among many contributors to risk. Table 1 shows a selec- 
tion of contributors to risk as used in a commercial instrument to appraise risk of 
heart attack and stroke 

The combined influence on risk of other contributors is so large that it can be 
more important than the influence of age on risk of catastrophic events. Figure 1 
and Table 2 indicate that at any age there exists a distribution of risk around an 
average value, with a wide spread between high and low risk individuals. 

The distribution of risk over age provides the opoortunity to identify pilots at dif- 
ferent levels of risk, and to use risk information in certification decisions. For exam- 
ple, because the present examination system does not require consideration of cer- 
tain risk indicators (total serum cholesterol, high density lipoprotein (HDL), Type A 
behavior, exercise), a 50-year-old pilot may actually be at high risk of heart attack 
or stroke. 

Currently, renewal of first-class certification may be based on a false belief that 
the pilot is at low risk simply because he or she is less than 60 years old. In reality, 
the pilot may be at high risk and certification should be withheld until the pilot 
reduces his or her risk to an acceptable level. On the other hand, a 60-year-old pilot 
may be at a lower risk level than, say, the average 40-year-old pilot. The 60-year-old 
may then be certified without restriction until such time that he or she reaches a 
pre-set level of acceptable risk, or until other factors require termination. 

Risk-based versus age-based certification decisions are illustrated in Figures 2 and 
3 The present, age-based decision excludes a number of low-risk pilots at ages 60 
and above ("Error 2", Figure 2) while admitting to active status some pilots below 
age 60 but at high risk of heart attack or stroke ("Error 1"). A risk-based decision 
rule would exclude pilots above a pre-set level of risk, regardless of age (Figure 3). 

At minimum, adoption of a risk-based certification approach would require exami- 
nation of blood samples for serum lipid levels and blood sugar each time a risk ap- 
praisal is administered. Possibly measurement of fitness level, Type A behavior ten- 
dencies, and cigarette smoking would also be required. 
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Where indicated, low-cost general risk appraisals can he complemented by more 
expensive or more invasive techniques to refine risk estimates further. Such staged, 
or branching risk work-ups would be desirable in cases w'len initial risk results are 
borderline More extensive work-ups could be made mandatory in an age dependent 
fashion. 

Risk levels cut-offs for Class I certification would nave to be established with 
great care, especially at first when norms specific to the population of airline pilots 
are not yet ava : lable Initially, the cut-off point could be indexed to risk in the aver- 
age U.S. population (e g , the 60th percentile of risk of heart attack or stroke). The 
precise level for cut-off obviously is not a scientific issue. It would be feasible, al- 
though not necessary rational, to have different risk cut-offs for dif°rent age 
ranges, ep„ a more stringent cut-off at the 40th percentile of risk ir the average 
population for pilots above, say, age 65. In any case, due to the rapid increase of risk 
with age, the pioportion of certifiable pilots would rapidly decrease wita age. 



Health risk appraisal is a method and a tool that describes a person's chances of 
becoming iM or dying from selected diseases, for example, the chance of a 65-year 
old male pilots suffering a stroke. The procedure generates a statement of probabili- 
ty, not a diagnosis. To appraise a person's risks it is necessary to identify his or her 
risk relevant characteristics, for example, blood pressure or smoking habits. Data on 
these characteristics are entered into a risk model which compares individual data 
with those of groups of similar persons previously investigated in epidemiologic 
studies 

Three categories of data are needed for modeling risk: 1. Data associating individ- 
uals characteristics with occurrence of disease and death, 2 Data on the occurrence 
of disease and death in the population in which risk is to be appraised, and 3. Data 
on the frequency of occurrence of risk relevant characteristics in the population in 
which risk is to be appraised. The latter two categories of data are taken from the 
U S Vital Statistics, the Census, and special statistical surveys. 

Data on associations be .ween risk characteristics and occurrence of cardiovascu- 
lar disease and death are derived from studies of large groups of persons vhose 
characteristics are evaluated repeatedly over many years. Statistical analyses then 
describe how those individuals who developed cardio- vascular disease differ in their 
characteristics from those who did not. This description has the form of a set of 
equations which best fit the study observations. Once a satisfactory model has been 
developed to describe the observed data, the same equations can then be used to es- 
timate risk of card io- vascular disease for pe-sons or groups who are members of the 
original study population (Gordon, 1974) The numerical examples contained in this 
statement are generated in this way based on risk mooels from the Framingham 
Heait Study, one of the most important studies of its kind (Kannel and Gordon, 



If any decisions about people are to be based on risk estimates, the estimates must 
be dependable Since risk models are derived from one group of individuals and then 
applied to others it is important to know if the models work outside the original 
study. This is indeed the case (Pooling Project, 1978). It is also important to know if 
the model estimates agree with clinical findings, e g., such that one would find more 
obstruction of coronary arteries in X-ray studies in patients for whom an independ- 
ent risk appraisal estimated higher heart attack risk. This too is the case (Pearson, 
1984). Originally, data on risk in older individuals were sparse, however, the aging 
of populations in many cohort studies has recently permitted the generation of 
useful results for groups over age 60. 

Among all diseases, risk appraisal for cardio-vascular disease appears to be the 
most firmly grounded in epidemiologic roseaich. An an adjunct to periodic medical 
examinations and flight proficiency tests, risk appraisal can contritute to safety, to 
the health of pilots, and to more flexible rules for retirement of airline pilots 



Gordon, T., Hazards in the use of the logistic function with special reference to diN 
from prospective cardiovascular studies. J. Chron Dis 27, 97-102 (1974). 

Kannel, W.B and Gordon, T. (Eds.), The Framingham Study An epidemiological in- 
vestigation of cardiovascular disease. Bethesda, MD: National Heart, Lung, and 
Blood Institute, Sections 1-33, (1968-1978). 

Pearson, T A , Coronary arteriography in the s^'iuy of the epidemiology of coronary 
heart disease Epidemiologic Reviews 6 % 14C-166 (1984). 
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Figure I : Age-Based Qrtif icat ion Decision 
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TABLE 1 — RISK INDICATORS FOR CORONARY HEART DISEASE 

Age 

Age • Age 
Sex 

Cigarette smoking 
Systolic blood pressure 
Total serum cholesterol 
Age * total serum cholesterol 
High density Lipoprotein 
Glucose intolerance 
Lef ventricular hypertrophy 
Type A behavior 
Exercise 

Use of oral contraceptives 

TABLE 2 — RISK OF HEART ATTACK OR STROKE AS SHOWN IN FIGURE 1 

[In expected numbers of cases per 100.000 population per year] 



Risk level 



Low Average 



119 


334 


2,656 


295 


902 


5,741 


721 


2,465 


12,975 


856 


2,958 


14,773 



RISK INDICATOR LEVELS USED FOR TABLE 2 AND FIGURE 1 

Risk level 



High Low 



Cigarette smoking (cigaettes/day) 20-39 0 

Systolic blood pressure (mmHg) 160 J20 

Total serum cholesterol (mg/dl) 1 Awafcp Average 

High density lipoprotein (mg/dl) <0 60 

Glucose intolerance Yes No 

Lef ventricular hypertrophy No No 

Type A behavior 2 High Moderate 

Exercise kcal/week 2 500 2 000 



'The association of total serum cholesterol with risk declines *.th age Thereltxe, age-specilic cholesterol levets were assumed 
2 Not included os risk indicator tor stroke 



AARP, 

Washington, DC, January 29 t 1985. 

Hon Edward Roybal, 

Chairman, Select Committee on Aging, 

House of Representatives, Washington, DC 

Dear Congressman Roybal We are pleased to have this opportunity to voice our 
support for your efforts on behalf of older pilots. 

At present, the FAA's A^e-60 rule prohibits persons 60 and over from piloting 
commercial aircraft This policy originated in J 959 and was promulgated for public 
safety concerns It was then accepted that medical expertise could not adequately 
distinguish between older pilots who posed a safety risk and those that did not. 

A review of the medical data supporting the rule was made in 1982 by the Nation- 
al Institute of Health. Their report found no mediril evidence to support the forced 
retirement of all older pilots, but recommended retaining the rule until procedures 
to change it could be implemented. Such procedures Have yet to be initiated. 

One way to relax the Age-fiO rule is through the development of an exemption 
procedure The FAA has the statutory authority to grant exemptions to the rule 
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under 49 U S.C. Section 1421(c). To date, no exemptions have been granted, nor has 
an exemption procedure been introduced. The time has come for the FAA to consid- 
er a change in policy. 

We believe that at the very least an exemption procedure could be developed 
which would protect the rights of older pilots while satisfying public safety con- 
cerns. Experts in medicine and aging are ready to ro^»t «n'h the FAA to discuss the 
development and implementation of such a procedure. 

We urge the FAA to consider implementing an exemption procedure. We are con- 
fident given the expertise of those involved that a medical protocol can be estab- 
lished that would satisfy legitimate safety concerns and allow competent older pilots 
to remain active. 

AARP believes it is the right of all individuUs, if capable to choose to continue 
working. Age limits, which artificially categorizes on the basis of age alone, fail to 
recognize an individual's ability. Such arbitrary barriers to employment should not 
prevent continued job opportunity for otherwise skilled older workers. 

Thank you for your consideration in this matter. 
Sincerely, 

Peter W. Hughes, 
Legislative Counsel 



Merger Island, WA, October 13 t 1985. 

Hon. Edwarx R. Roybal, 

Chairman, Select Committee on Aging, 

House of Representatives, Washington, DC. 

Dear Chairman Roybal: I have been advised of your October 17 scheduled hear- 
ing into the FAA's Age 60 Rule and hope to be able to attend. I filed for an exemp- 
tion to this rule in 1977, supported by a complete medical presentation, but the 
court at that time found ir. favor of the FAA— not on the basis of the evidence, but 
because of the FAA's right to make rules. 

I am enclosing copies of letters to President Reagan and Senator Daniel J. Evans 
of Washington. Your interest and support in this matter is sincerely appreciated. 
Cordially, 

Maury Keating. 
Mercer Island, WA, October IS, 1985. 

President Ronald Reagan, 
The White House, 
Washington, DC. 

Dear President Reagan: First, I would like you to know how pleased and proud 
we are for our country's prompt and effective action against the latest hijacking. 
Congratulations. 

I am aware of how you feel about forced retirement because of age, as I have cor- 
responded with your office several times during the past five years. I have been ad- 
vised that the U.S. House of Representatives Select Committee on Aging is holding 
hearings October 17 on the FAA's Age 60 Rule. I have written Senators Evans and 
Gorton and Representative Chandler and have enclosed a copy of the letter I wrote 
to Senator Evans All of us that have been affected by mandatory retirement based 
only on date of birth will sincerely appreciate the support your office can provide in 
our efforts to eliminate this discriminatory rule. 

Also, I can assure you and Mrs. Reagan that your minor skin operations should be 
of no concern. I have had quite a few removed in the last ten years— no problems 
Sincerely, 

Maury Keating. 
Mercer Island, WA, Ctefcfer 10, 1985. 

Hon. Daniel J. Evans, 
Hart Budding, Room 702 
Washington, DC. 

Dear Senator Evans: I think the last time we met was during your campaign 
when we took a quick trip around the S*"te in our King Air. 

I have enclosed a copy of a letter froi.j the Hon. Edward R. Roybal, Chairman of 
the House Select Committee on Aging regarding the October 17 hearing on the 
FAA's Age 60 Rule. 
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This rule continues to force retirement on healthy, capable pilots and your sup- 
port of legislation that will eliminate this discriminatory 1958 rule will be sincerely 
appreciated I feel confident that President Reagan and the latest opinion of our top 
medical people agree that forced retirement at age 60 from any profession is neither 
desirable or necessary when operational capability and physical condition can be 
monitored and evaluated 

I am now flying tor Airlift Northwest, a rapid response medical group for the Se- 
attle area hospitals, jased at Boeing Field and operating three turboprops and one 
jet On October 8 I flew our air ambulance turboprop to Pasco, Boeing, Wenatche, 
Yakima, Boeing, Juneau and Boeing— a total of 10 hours. I find I can still perform 
on long trips as well as most younger pilots, although T will have to admit that my 
last airline schedule from Honolulu to Vancouver, B C in a Multiple crew DC- 10 in 
1977 was somewhat less strenuous 

Thank you for your help 
Sincerely, 

Maury Keating. 



The White House, 
Washington, December 17, 1982. 

Mr Maurice Keating, Jr , 
Mercer Island, WA 

Dear Mr. Keating Thank you for your recent letter regarding aged based retire- 
ment for pilots of multiple crew commercial aircraft. After reviewing your corre- 
spondence with the federal government, I apologize for the lack of attentive re- 
sponse This issue is one of obvious impoitance to many Americans. 

The Federal Aviation Administration has agreed to conduct a study of the impli- 
cations of the inflexible "age 60" rule Under the study, selected pilots will be able 
to fly multiple crew aircraft well past their 60th birthdays These pilots will be 
under constant medical evaluation Depending on the results of that studv, the in- 
flexible "Age 60" rule may well be significantly altered. 

While many who bear the brunt of this restrictive regulation would prefer to see 
immediate action, I am sure you will agree that the study option is superior to inac- 
tion at the FAA 

Thank you again ior writing to me regarding this issue of such importance to 
Americas commercial pilots The comments you have offered will assist the govern- 
ment in formulating a more rational federal policy 
Sincerely, 

Craig L Fuller, 
Assistant to the President 

for Cabinet Affairs. 



[From Western Flyer, 1st Issue of December. 198,1] 

75-Year-Old Still Dusting Crops After 18,000 Hours 
(By Helen Allen) 

Max Shears, 75, still enjoys skimming farmlands and citrus tree tops at 110 miles 
per hour with no thought of giving up his cockpit seat for an easy chair or a daily 
round of golf 

"I'm not old enough to retire," declared the tall, handsome Arize *.a crop duster 
who looks at least 10 years younger than his year "Whenever there's any flying to 
do, I fly " 

Actually, the low flying pilot ^an't imagine what life would be like without an 
airplane "I've spent so many years in it," he says 
His wife, Louise, isn't pushing him to quit either. 

"It's his life," she commented and then added with a laugh "Besides, the only 
way I can get him to retire is to shoot him down 

Shears, believed to be the oldest working crop duster in Arizona, has chalked up; 
18,000 hours flying time since 1937. His flying these days is in a bi-winged Grum- 
man Ag-Cat, but he stiL has a vivid recollection of the day he soloed at Hanford, 
CA, and the first pi me he owned 

"You never forget the day you solo," he remarkd. "It was May 13, 1937. And the 
plane was a E-2 Taylor Cub 
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One of the reasons he probably never forgot the date is because it took the exCali- 
f or man 10 years to raits enough money for flying lessons. 

He bought his first plane after three hours of solo time, 8 two-winged Travel Air 
which didn't have brakes or a tail wheel. 

"There was no way to stop or steer it," Shears recalled with a smile. "But I knew 
I was an aviator because I bad my own plane." He took the plane through 140 hours 
of flying time and seven forced landings. 

"The engine kept quitting on a regular basis," he quipped. 

Shears, who lives in a rural area near Avon dale, was an aircraft maintenance su- 
perintendent for a California flight service and had just gotten his commercial 
pilot's license when World War II broke out. 

He continued the ground crew job after the firm was converted into a preliminary 
Air Corps flight school, but was anxious to get into the flying end of things. 

An Air Corps flight instructor post opened up at Thunderbird Field near Phoenix 
and Shears grabbed it. 

The job of training Air Corps pilots wasn't considered essential to the war effort, 
Shears said, and it was suggested that he and other c Lilians at the school join the 
Air Corps Reserve to avoid being d raited. The unit was sworn in and immediately 
put on inactive status. 

Because of the inactive status the instructors never rose beyond the rank of pri- 
vate, but they trained needy 2,000 Army Air Corps and Chinese Air Force pilots at 
Thunderbird Field. 

After the war, Shears went to aircraft maintenance work, first at Sky Harbor Air- 
port in Phoenix and later at his own air strip west of the city. 

A lot of planes needed repairs at that time, he said, but the pilots never seemed to 
have enough money to pay for them. 

"I decided crop-dusting would be more practical," he added. 

The pilot ran his own crop-dusting service for about 20 years. Ten years ago he 
decided to give it up and go to work for McNeley Air Service Inc., an El Mirage firm 
now managed by his son, Beryl. 

Three of his sons, including Beryl, have followed in their father's footsteps, first 
in taking to the air and later turning to cropdusting, which Shears claims is now a 
misnomer. 

"There's been very little dusting the past 15 years," Shears said, aiding it's now 
mainly liquid spraying. 
His job also includes fertilizing citrus trees from the air. 

Shears contends there's really little difference between flying a plane at 10,000 
feet and two to four feet above the ground. What counts is the pilot's attitude, not 
altitude. 

At 10,000 feet the only thing pilots need to look out for are other planes. But in 
skimming farmlands, they need to keep an eye out for power lines, tractors and 
anything that might be sticking up above the ground, Shears said. 

Future plans include flying and dusting crops until he flunks ih* annuid physical 
needed to keep his license. 



Wright State University, 

School of Medicine, 
Department of Community Medicine, 

Dayton, OH, October 1, 1985. 

Hon. Edward R. Roybal, 

Chairman, Select Committee on Aging, 

House of Representatives, Washington, DC 

Dear Mr. Roybal: In reply to your letter of September 13, I am submitting the 
following comments for the record concerning your hearing on commercial airline 
pilots scheduled tentatively for October 17. 

The FAA's "age 60" rule under FAR 121 that applies to the pilot and copilot of 
FAR 121 airline operations, is a relic from the vacuum tube, pre-computer era and 
is causing the premature loss of skilled, experienced, productive, healtny pilots from 
the airline workforce whose only "crime" is to have maintained good health 
through lifestyle and work habits that enable them to reach age 60 nealthy and 
functioning. 

If there is a question about a given pilot, the ability to reliably evaluate the physi- 
cal condition of any pilot of any age can be accomplished by numerous tests avail- 
able today, including: 

FAA class I or EE medical examination (depending on the pilot-in-command or 
copilot position of the individual candidate); 
Family history (if applicable); 
Past medical history; 
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Present medical history, 

Physical examination to check for any additional items warranted by history; 
Blood chemistry tests (for example "SMAC-24" or equivalent); 
Complete urinalysis, if indicated; 
Chest X-ray, if indicated, 

Bruce protocol exercise cardiovascular stress test, if indicated; 
Psychological testing, if indicated (Wechsler Adult Intelligence Scale, Wech*- 
ler Memory Scale, Perceptual Speed Cancellation Test, and others as might he 
indicated in individual cases). 
The ability to evaluate the performance capability of a given pilot of any age can 
be reliably assesed according to specific criteria by the following: 

(1) Demonstrated past history of flying competency. 

(2) Demonstrated flight check competency as required under FAR 121. 

(3) Demonstrated simulator check competency as required under FAR 121. 

(4) Demonstrated enroute competence as required under FAR 121. 

(5> Demonstrated skills in an advanced visual simulator approved by the FAA 
for type ratings of airline pilots such that the newly type-rated pilot can make 
his or her first flight in the airline aircraft with revenue passengers having 
ne\ - actually flown the aircraft before (FAR 61 Appendix A). This high fidelity 
"*cro flight time" assessment and certification attests to the validity of modern 
aircraft simulators and can be accomplished using repeated high workloads and 
emergency procedures that would be very ooritly and time consuming in f-tual 
flight. 

Reserve capacity in healthy older persons is repeatedly demonstrated ir orts 
medicine studies, senior Olympic games, marathons, and other activities (see s ap- 
pended tnree papers). 

The President of the United States, in his mid-70's, has demonstrated the remark- 
abb reserve capacity in older healthy persons, includir" a rapid recovery from the 
near fatal chest wounds due to an attempted assasination and major abdominal sur- 
gery for cancer. This example of the remarkable mental and physical stamina repre- 
sentative of a man in the 70's, a man who carries the burden of Chief of State, flies 
in the face of those who claim enfeebleness for those pilots who have reached age 
60 

In our modern era of coronary by-pass surgery, organ replacement, CAT, echo 
diagnostics, risk factor analysis, neurological, psychiatric and psychological assess- 
ments, plus fundamental medical and scientific progrese that has occurred, it is 
time for the Federal Government to act to eliminate the now disgraceful and wholly 
unjustified ag"> r D rule 

The FAA should now get the "age 60 rule" relic off the books, a step that would 
retain skilled, experienced, safe pilots in productive activity, enhance the safety of 
the total pilot population through skill retention and exchange, and eliminate an- 
other odious prejudice from the Governments regulations. 

Thank you for the opportunity to communicate concerning this vital human 
rights issue before the Congress and the Country. 
Sincerely yours, 

Stanley R Mohler, M.D. 
Professor and Vice Chairman, 
Department of Community Medicine, Director, Aerospace Medicine. 
Enclosures Reasons for Eliminating th° "Age £0" Regulation foi Airline Pilots; 
Aircrew Phys cal Status and Career Longevity; Civil Pilot Taxonomy: Implications 
for Flight Safety 
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INTRODUCTION 

Information on the chirectirtetlce of 
pilots comprising the ganarel avletlan end 
slrllns popu Lttloni 1a necassary Inorder to heve 
In hend eccurete deacgraphlc facts when 
question* of yandsr, ege and othir character- 
istic irlee. TM a piper provldn e current 
discr Intlon of ton taxonoalcel charactorlatlco 
of civil e1 run. 

For comparison purposas It also displays 
ralevent seddsnt dots ib dlttrlbutid by cohort 
asfcasnt. Including fUght-tlae corra Istlons. 
Conclutlone concerning rolttlve Hike batween 
cohort ssgnenta can ba readily d«*awn froadite 
available free the U.S. Federal Nation 
Adalnl strati on (FAAJ, tha U.S. National 
Transportation Safety Board IMTS8) end other 
aourcee. 

ANCESTRY 

Tha FAA pllct and aadlcel carHMcatlon 
procedurae quite proparly do not 1nqu1ra Into 
racial astrectlon or athnlc darlvatlon. These 
era texononlc araee that the authorltlee readl ly 
acknowladge have no baarlng on a1 r safaty, 
baeauee parforaance and physical etetua of e 
given Individual plbt dataralna Me or her 
ssfaty rscord, not t*»1e taxonoalc .etegory. 

Tha outatandlng World War II accoapUsh- 
aante of block pilots put to raat quastlone 
raised by aoae 1n this eraa 110). It elao hee 
baan shown that slckls trait atone haa no baarlng 
on parfomanrs ee e pilot. Nalther the 



International C1v1l Aviation Organization 
(ICAO) nor the FAA coneldera th1e o as f sty raxard 
(4). 

GENDER 

Feeale p1 lota ee e group eppeer In the fatal 
accident atatlatlca in gt,norol aviation tao 
thl rda tlaae less then thel r aele countsrpsrta In 
noma Iliad dote (5). Preeent air aafaty 
enalyets aeea disinclined to pursue the euperlor 
eafoty record produced by ' -»voroll cohort of 
feaele pilots. ^ 

The above reference dtss aajor raasonr for 
the faaalo pilot aafaty record ee the lower 
raprasantatlon of theee pilots 1n .Uohol- 
releted occldanto, 1n unwarranted low-laval 
aaneuva* occldanto end 1n accl dents osoocleted 
with tha dell bore te penetretlon of edveree 
eaether. These Occident cetegorlee coaprlse 
the thrae aejor k1 Here of aele gonorol-ov1st1on 
pllote. ... • 

HEIGHT AND WEIGHT 

The FAA pubUehee annuel flguraa on active 
pilot height snd weight charaetaH atlca, ell 
dimensions in tns English s,etsa (1). TMe date 
can be of Interact to thoee who deelgn aircraft 
coekp't erase, eepeclelly cockpit dlaonelone, 
eest slzss and raatral nt-ayata« -fasturaa. 

As of Dsc. 31, 1882 , 1,270 .Us end 324 
faeale pilots wars laas than 59 Inchac tall, end 
18.247 eale end 67 fata la pllote were over 78 
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Inches v«U. 

In rogord to body-aelght levels for the aeae 
parted, 262 N li and 70 ftMli pilot* aara laaa 
than 90 pound* in Might, and 1,335 Mia and 70 
fmele pilot* vara ever 241 pound*. 

FAA etudlee 1n the peat heve found exceee 
accident retee 1n the cohort* of exeeeelvely tell 
or thort pi lote, e* eell ee 1n exeeeelvely light 
or heavy pi lota (3). the association of 
excessive weight In roi«t1o«: tr» habitue, s1th the 
edvoreo heolth probleae of hypertension, 
cerdlovoeculer aleeeoo, stroks end ether 
dtoeesoohae Long bean aatabllahad. The studlss 
oleo provide "ponders I Index" coaputetlone 1n 
reletlon to eeeldents. Tha ponds rs I Index 1s 
cslculstsd by dividing pilot weight tin 
kllogroee) by the body eurfece sree (1n Raters 
squared). The excessive relative weight 
cstegory 1s one oree where e pilot eey chenge 
cohort txetus through aelf-taducad Ufa-style 
elteretions {better nenegenent of caloric Intsks 
end physlcol eetlvlty). 

AGE COHORT 
As the profosslonel pilot groups progree- 
sively ego, the aefety record hoe Improved 1n 
pereltel. This 1s not co1nc1dsntol. This 
Isprovsd sefety Is directly ettMbuteble to the 
grestsr oipoMonco end enchsncod Judgeeent thst 



chsrsctsrus the healthier, M ture pllete who 
ere Increoolngly producing far the slrllnes 
todey. In the real, of "aging deterleretlene," 
old en/the eftea die hard, and tC tuel 
"d1e1nforaot1an" eonfweae Hutee. M»Cem 
eowputer-ere dote enalyeee ere rapidly 
dlepelllng the now-obealeta concept* about 
oglng, gender and ether constitutional 
chsrsctsM sties. 

Anelyeae of p1 lot accident retee daring the 
period 1878-1990 show that, "On the as sis of 
recant flight tine elana, pi let accident retee 
decreeee ee flight tine Inoraewe." The one lyeee 
odd, Th 1a ho I da far both C lees III p Hot a and for 
the entire pilot population (g).« 

In addition, the sane raferanoo eanelvdae 
that "All pilot eleeaes with over SO hours of 
recent flight t1ae end over 1,000 houre of total 
flight t1«a exhibit the lowaet accident rate for 
ell ego elessee." Theea "axpoaura" data 
highlight the principle that tha pilot who 
proaotee proflelency and prectlcee aocldent 
prevention will eove Into the (higher-exposure) 
cohort end w1 1 1 be et less r 1 sk f roe the ecc1 dent 
etendpolnt. 

The sane report notes thet recent flight 
tie* "can be vleaed ee e eeseure of pilot 
proficiency," since pllote with core recent 



PILOT AGE AND ACCIDENTS: 1978 

Pllote In Commend With 
Atrllnu Trenspct or Commercial Pilot Certificate 



Active Pilots 

1970 



No. 

Accidents 
Expected 1978 



No. 

Accidents 
Observed 187B 



Accident 
Per 1,000 
1978 



16-19 


374 


3 


8 


21 


20-24 


10,839 


92 


167 


15 


25-29 


28,102 


223 


312 


- 12 


30-34 


45,011 


379 


4*4 


8 


35-39 


41,742 


35? 


321 




40-4* 


35,270 


297 


238 


7 


45-49 


20,012 


236 


214 


6 


50-54 


19,r"0 


166 


164 


6 


55-59 


22,499 


190 


131 


8 


8'* 


12.205 


103 


Zl 


6 




241 ,714 


2,038 


2,03B 





FIGURE 1 
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PILOT AGE AND ACCIDENTS: 1979 

Pilots in Command With 
Airline Transport or Commercial Pilot Certificate- 



Age 


Active Pilots 
1979 


No. 

Accidents 
"Expected 1979 


No. 

Accidents 
Observed 1979 


Accidents 
Par 1,000 
1979 


16-19 


46B 


4 


7 


15 


20-24 


11 t B39 


30 


160 


14 


25-29 


25,755 


196 


294 


11 


30-34 


44,606 


341 


359 




35-39 


42,520 


324 


309 


7 


40-44 


35,031 


267 


209 


6 


45-49 


29,5B5 


225 


191 




50-54 


1B,B03 


143 


149 


8 


55-59 


23,073 


176 


123 


5 


60+ 


14.069 


1SI 


21 


5 




245,749 


1 ,B73 
FIGURE 2 . 


1,873 






PILOT AGE AND ACCIDENTS: 1980 






Pilots In Command With 
Airline Transport or Commercial Pilot Csrtlficate 




Age 


Active Pi lots 
19B0 


No. 

Accidents 
Expected 19B0 


No. 

Accidents 
Observed 1980 


Accident 
Per 1 ,00 
1980 


16-19 


466 


3 


15 


32 


20-24 


13,020 


93 


153 


12 


25-29 


26,602 


".By 


266 


10 


30~34 


43,430 


309 


361 




35-39 


43,560 


310 


270 




40-44 


36,223 


257 


230 




45-49 


30,572 


217 


196 




50-54 


19,762 


141 


12B 




55-59 


22,359 


159 


105 




60+ 

> * 


17. DOB 


m 


ZJL 






253,011 


1,799 


1,799 





Sourcei tfTSB and FAA statistics Handbook for CY 19$0 

FIGURE 3 
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flight hours hsve fewer eccidento. It alio 
pomtc out thet "pilot* with son total flight 
tin could bo expected to exhibit i lower 
ecc»c#nt rati than pilot! with lots tottl flight 

tlM." 

CORROBORATING STUDIES 
Corroborating itudin ut lining FAA and 
NT SB accident data of pilots flying In ginoril 
eviction Mho heve aarnad pi lot-in-eoaaend sir 
trintport and eoaaereiel pilot cartlfieatas 
reveal the staady deerooss in the nuabar of 
iccidinti that occur *ith increesing ego (See 
Figures 1, 2, 3 and 4}. Studant and privata 
pilots ara not ineludad so that tha factor of 
bsginning proficioncias csn ba sUalneted. 

Tha obsorvad actual aircraft accidsnt rata 
begins to ripidly doerssss in tha 30s cohort oga 
groups, -.sh tha trand continuing to daeraasa 
psst 60. Tha data shoo this yoar aftar yaar. It 
his, therefore, never bean found Just if lad by tha 
FAA to placa an uppsr sgs Halt on generel- 
evietion pilots 16). Tha FAA raporto 35,154 
set i vs pilots ovor tha aga of 60 oa of Die. 31 , 
1962 (11. This cohort is graatar than tha tots, 
number of octiva pilots in aost indivtouei 
countries of tha world. 

In regard to tha ebove-dieeusssd uposuro 



aspsct, it 1s noted thet ho* • parson flies, not 
tha totel hours aloft - or "exposure" to tha ai r- 
dstsraines air sefety in tha aein «* a ll over 
half of ell eviotion occidante" are ceused by 
pilot errors (2). A sasll nuabsr ara due to 
priaery airfrasta structursl or systea failure or 
an aitarnal forca out of tha control of tha pi lot. 

"Exposure" as a factor cannot ba cited in 
thoso sccidante whara pilots elact to (1) 
dalibarataly panatrata known advai aa «eether 
bayond pilot or aircraft capabiUtiea (2), 
Impetuously perfora on unwarranted low-level 
aanauvar or (3) fly anile lapolred by alcohol, 
drugs, amotions or dlssssa. As tha yaara psas, 
tha aefar young piloto, threug!* incroaaing 
Judgement and experience, bacons tha -,lder p1 let 
cohort and contribute to tha outstanding sofa.y 
racord produced by older pilots. 

Sob* saudo-se1ont1f1c "epidemiologic" 
apologista for tha incredibly poor flying that 
accounts for Mat of tha p1 lot-"error" accidents 
equete piloting with Ruseien Roulette, thet 1e, 
the aore one fliee, the aora Ukely one is to 
experience en Occident. 

Nothing could be further froa the truth (7) . 
For exaaple, eet ive instructors es e cohort group 
fly for aore then tt others. Instructional 



PILOT AGE AND ACCIDENTS: 1981 

Pilots In Commend With 
Airline Trensport or Commerclel Pilot Certificate 

Age Active Pilots No. No. Accidents 

1981 Accl rente Accidents Per 1,000 







Expected 1981 


Observed 1981 


1981 


16-18 


330 


2 


8 


24 


20-24 


12,565 


92 


160 


13 


25-28 


25,735 


1B9 


258 


10 


30-34 


36,770 


270 


355 


10 


35-39 


41,735 


306 


272 


7 


40-44 


34,532 


253 


207 


: ~ 6 


45-49 


29,558 


217 


166 


6 


50-54 


20,295 


149 


131 


6 


55-59 


18,609 


137 


IDS 


6 


60+ 


1B.764 


13B 


BZ 


5 




238,891 


1,753 


1 ,753 





Source- HI SB end FAA Statistic* J Handbook /or CY 1991 

FIGURE 4 
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SAFETY RECORD 

of U.S. Certificated Air Carriers 
All Scheduled Service, 1969-1979. 



Year 


— 

Departures 


Accidents 


Accidents Per 
Million Mtrcran 
Miles 


1 r 59 


5,377,000 


51 


.021 


1970 


5,100,000 


43 


.018 


1971 


4,999,000 


43 


.018 


1972 


4,966,000 


46 


.020 


1973 


5,134,000 


36 


.015 


1974 


4,726,000 


43 


~ .019 


1975 


' 4,704,000 


30 


.013 


1976 


4,835,000 


22 


.009 


1977 


4,934,000 


20 


.008 


1978 


5,01 3,000 


19 


.008 


1979 


5,050,000 


23 


.008 



Source.* Air Transport Association of America 1980 Annual Report, 

FIGURE 5 



Median Age of 

Crewmembers by Seat and Age 







First 


Second 


v e ar 


Captain 


Officer 


Officer 


1968 


46 


35 


31 


1969 


47 


34 


30 


1970 


46 


35 


31 


1971 


47 


37 


32 


1972 


48 


37 


33 


1973 


49 


38 


34 


1974 


54 


44 


40 


1975 


51 


40 


36 


1976 


51 


41 


37 


1977 


51 


41 


38 


19 78 


51 


42 


38 


1979 


51 


42 


37 


1980 


51 


43 


39 


1981 


52 


45 
FIGURE 6 


41 



Total 
36 
35 
37 
38 
39 
40 
45 
41 
42 
43 
43 
44 
44 

' 46 
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flyini li chirietiHiid by icddint ritu 1n thi 
los.it L • v • : ». 

In addition, eorporitg an d olrllna p1 loti 
riy hundred* of hours ..eh yoar and ngularly 
produce vary lorn ocddint ntia. Thai* pi lot* t*y 
•1th era, utUlz.ng Jtdgaaint and .ipiH.no. 
Tha*i ara nh pllr'.a ■ho fly r.r.ly,_ «. 
pr.moualy notod. producing during laehfUgh. a 
aalMnducad hazardous advantura. Thaaa K low- 
asposura M pilot* coupM.. a Mgh-r1ik group for 
accident a. 

AIR-CARRIER PIL073, LOW RISK 
Tha L.8. cart1f1id a1 r cirri ara dauonotrata 
a progi-oaaivily lapwing at foty racord ia ahown 
by thi u.S, A1r Traniport Aaaoda »1onlM0 Annual 
Roport for rh» 1Mt-ig7l pi Mod (Saa *lgura S) . 
Accoapmylng tha dacraaaad ocvldjnt rata haa 
baan tha Ineraaalng aid 1 an ago of upturn and, 
corrupondlngiy, othir cockpit craw ■aabara (I) 
(San Figura 6). 

In addition, tha o:der captalna vara 
■f s1 grad to thi lorgir ulda-bodiad aircraft (Sao 

F1jur. 7). 



For tha ««.. ilrMna during C h1a parlod. 
"volvad cri«. ktQa r. w# in h 

i^z::i\v v * v ,id,r cr - cohort, z pits; 

RgVrY^^ 

Aa ahown, Mghar chronologic oga I aval a ara 
con.1it.ntly MIOCllUd .1t* .eddant 
rataa, b«cou.. tha oldar p1 lota " aarfor..I2i 
X:JX t ' T T' " * ne * r »* «*ng ^tparT anoa 
Sf.tl*rri" 1 ? ,r> »™ ~"Y profldunt young 
pllota, md Jiai. bacoaath. auparb oldar pllota. 
*hara arc, unfortun.taly, pilot. 1n tha young.; 
rHAtbttV. D,r,u rr i or Mlf-1nduc«| d^arS. 

It «a raaaph..lz.d through Figura 7 that 
d do-bod 1 id Jat transport aircraft, coapH.Ing 
tha largatt, aor*-axpana1va and com I ax tvaai ,f 
civil aircraft, with tha potandal fir tha 
gr~t.it loaa of Mf. and prop.rty daug., .r. 
antruatad to th. snra-+ «,1.r, ■a.t-axparlonead 
pilot and fUght-^nglv / cohort a. * pm "*°* 9 * 

Th1a 1a not accidental. Tha rjlatlvaly 



Median Age of Captains 
by Equipment Flown * 



Median 
Age 




Computer Pnnt Out • Xounis ot Fbaht 
Officers by fteet/Seat by Age • igao* 



Equipment B-737 



B-727 DC-8 
FIOURE 7 



DC-10 



B-747 



41 j 
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fi»gh «id«-oodu<d aircraft operational bafuty 
rcrord U the direct result of the utllUatlon of 
thata highly competent oldar, ixpirimcid creer- 
acaboro. Thara ara currant ly in tha U.S. aora 
then 300s>rTlns flight enqlnears vho ara ovrr 60 
years of sgo (including ■■u over 100 .ho ara 
foreer airlina cepteine) and *ho ara producing 
quality »ork for thoir airliraa. Tha contrleu- 
tiono to tha cockpit crea raaourcoa and to tha 
•tcallantair ssfety racord by thia outstanding 
ere« cohort should bo appreciated end 1e fully 
docj»ented by sirline, FAA end KTSB recorde. 

COMMENT 

Today 'e aircre* eaabero ere eoet often 
•tlocted by physical, buhevforel end historieel 
crlterte thet initielly etretify candidatee 
according to long-tore cere >r retention 
probebi titles. Soae cjapeniee exclude froa 
•election, for exeeple, cigerette saoksrs, 
indlviduoLe vho coapriee e group with distinctly 
higher probebi litiee for eubeequent eedicel 
dUoue lift cot ion. It bshoov-i those vho seek to 
Jo'n the renke of eirline o. ~orporete pi lote to 
teko control of thei r hselth. To do other* iso ie 
to prcnote feilure to enter, or premature 
subtraction froa, the texonoaic roetere b f 
pilots. 



CONCLUSION 

The texonoaic date pretentsd herein 
dtronstrete thet the U.S. civil pi lot popu lotion 
consists of arsons mho can be cetelogued 1n all 
shspss, colors, aizeo, typee end ogee. Over 
periods of tlee. given pilots or foil in 

proportion to piloting ekllls, tudgeaent, 
experience, heelth end eotivetlon. 

Atteapts to eecri be fl 1 ght sef ety 
coefflcienteon thebesie of texonoaicel eegeent 
clone >UL elaeye fell, beceuee the Individual 
characteristics of frssdoa froej Impairing 
dlseasa, ebility toporforo and aotl vetlon to fly 
ere the predoelnent factora in aafe perfomenca. 
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Age of Flight Deck Crew Members for 
Accidents in Which 
Jet Hulls Were Lost 
1965-1979 



Date of Accident 


Location 


Age of 

Captain 


Age of First 
Officer 


Age of Second 
Officer 


8/1 6/1965 


Lake Michigan 


42 


34 


26 


11/11/1965 


3alt Lake City 


47 


39 


28 


3/21/1968 


Chicago- O'Hare 


40 


28 


34 


1/1 8/1969 


Los Angeles 


49 


33 


29 


7/1 9/1 970 


Philadelphia 


46 


25 


■>2 


12/8/1972 


Chicago -Midway 


44 


43 


31 


8/1977 


Kaysville, Utah 


49 


46 


34 


12/28/1978 


Portland 


5? 


45 


41 




Average Age: 


46.f 


36.6 


31.9 



Source: NTSB Aircraft Accident Reports* 
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INTRODUCTION 



Advances 1n «idtcel sclenca during ncant 
years hava reiultod 1n U.S. Ftderil Aviation 
Administration tFAA) nadlcal cirt1f1cat1on of 
alrcren ae*baro who in earlier tlati would hava 
been denied certification. Perscna dlegnoted 
ec hiving alcoho 1sa, coronery hurt dliuee, 
cs 'dlac dysrhythmias and various other 1 Llnieeea 
■ re now 1nd1v1dutUy certlflsd 1n oeny 
Inctencee. 

Tciey, for oteaplo, nor a then 500 ebetlnent 
alcoholic pllote ert aedlcelly certified beciuee 
of progreee 1n the aedlctl ecloncaa, Including 
piychle^ry, neurology, psychology and physio- 
logy (1jJ. % - 

By the end of Msrch, 1983, 1 ,225 pi lots who 
hed eipiHencad wyocerdlol Infarction heve been 
recertified (34 f1 rst c less, 137 second c Last end 
1 ,054 third diss), ss hevs 435 pllote who heve 
had coronery artery by-pees surgery (15 first 
cless, 35 second cless and 385 third cless) (18). 

Such progress has bean neda possible by 
Rtudlee conducted by the FAA, especially the 
Civil AaroMSdlcal Institute; the American 
Medical Assodetlon (nosologic especte of 
eviction esfety); the AwaHcen College of 
Cerdlology and othar groupe (3) (5)16). A few 
pilots also have now been recartl flad w1 th aortic 
pc-dnt valvas end pacemakere (16). 

In addition to the ebove, there ere 
approximately 5,000 pilots with monocular vision 
who ere recertified, ss well es 18,000 w1t^ color 



vision deficiencies and 43,000 with substandard 
visual acuity (16). Above 500 recartl flad 
pllote heve alsdng Mab component e Me). 
Further aedlcel stetlstlce ere evellebla fro. 
the FAA (1). 

PHYSICAL STATUS, 
DEMOGRAPHIC CHARACTFRISTICS 

The ceueee of *1 r craw aedlcel certifica- 
tion loss have Lsen documented by e wejor el r Una 
'or tho period 1938 to iStl (9)(14). That a are 
Ustad In Figure 1. Cerdloveeculer dlsoesos 
42.21 - ween age 48 .B yeereJ, colore (10.1* - 
■eon ege 47.2 yeera) , cersorovesculsr dloeeso 
(5.8* - aaan ego 48.5 yeere), peychletrle 
disorders (g.4* - aaan age 43.5 yeere) end 
diabetes walUtua (7.5* - aaan ego 41.1 years) 
constitute the aejor dleeeee cetegorlee within 
which wedlca I certification 1a lost. It ail I be 
notad froa Figure 1 thet the preponderance of 
aeen eges at the t1ae of Initial groundlog f,U 
within thr 40s ege brocket. 

riguree 8 end 8 provide bar greph 
1 llustretlons of *sd1cel groundlnge by ege of 
flight officers based upon Figure 1 for the yeere 
1979 and 19B0 reepactlvely . It con be seen that 
aost of the nedlcel groundlnge per ege cohort ere 
wall below the 1* level, end 1n no ceee - even et 
the no it edvenced agee - do tho ■•dlcel 
groundlnge reech 2*. 

Thase two f1gu.-ee cleerly portrey the high 
degree of heelth etetue enjoyed by airline 
ptlote. Conpetant euthorltlae eseert thet, eee 
group, elrUns pHote ere the heelthleet pereone 

1n the world (10). .'V^te* 

• -*<"'•*>»-.' i^Ait'liiASS' 

x hm* <* wm+K'm m temtn mm*H» mm».n+m -aiWVv? 
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Fro* the yeers 1938-1 961, tht elrline .hot* 
data appaar in Figure 1 «tt ablt to tchltvt a 
substantial rtturn to flight atatua by 
previously pentenontly grounded flight officers 
Isaa Figure 4). Thasa flight officers had 
sufficiently raapondad to oedicel trtttatnt to 
enoble thtlr sefo rtturn to flight status. 

Figurt 5 pratants the aga brttU down of 
permanently grounded flight officere «ho «ara 
latar returned to flight ttetus for the period 
Mtrch 15, I860, through 1981. The dete shOa thet 
persons In ill ege groups eero represented by 
thost Mho Mtre returned to flight ststue, n1th 
the bulk of the* 1n the 35-54-yoor ega ipen. 

INFLIGHT INCAPACITATION 

Inflight 1nctptcitttio.it of cockpit crew 
aetibers in the docueanted populetion it 
portreyed in Figure 6. Acute etoeech end 
intestmol trect problem* losd the Met of ceueee 
for Inflight tircrt* 1 nctptci tttion . The dste 
in Figure 6 cover the yeere Mtrch IS, I960, 
through 19B1 . Ltsser ceuses ere lose of 
consciousness, kidney etones, ayocordlel 
infsrction, aanttl probleas end e ft. 
oiscti lentous conditions. 



Thrse inflight incepscitetlons occurred in 
ell ege groups (20-29 yeere • 17; 30-39 yeers « 
17; 40-49 yeere « 18; 50-59 yeers « 17; four 
incepecitetione «trt of unknown tgtl. Acute 
Intestlnel illness cen occur, of couree, it eny 
ege, es can e kidney etone etteck or elcohol 
«1thdre«ei convulsions or other incepecitetion 
ceusee. 

A computation of the rete of inflight 
cockpit eircrew incepedtetlons for the elrline 
per deperture for the Kerch 15, i960, through 
1991 period 10 provided in Figure 7. It it noted 
thet no peesenger injuriee or fetoUtloe 
resulted froa inflight 1 nctptci ttt.ont on thie 
elrline. The rete of incepecitetion during the 
period is 59 out of 1" ,302,742 deperturee. Thie 
computes to one in every 192,308 deperturee, 
(giving e -tio oT 0 .0000052) , «n txctedingly lo» 
rete. 

This elrline has for yeere conducted e 
trdnlng prograa for cockpit eircrew aaabore 
thet enebles the* to recognize end dee I with 
inflight incepeci teticn of eny crew aewbtr. A 
study by P.j.C. Chepnen, 0 f Britieh Celedonien 
Airwtyi, htt shown that caroiec ceusee could be 
fortcttt to possibly reeult in en accident every 



Permanent Grounding of Flight Officers 
by Medical Category and Mean Age* 
1938-1981 



Cause of Grounding 


% 


Mean Age 


Cardiovascular diseases 


42.4 


49.8 


Cancers 


10.1 ' 


47.2 


Cerebrovascular 


5.8 


48.5 


Seizures 


2.1 


38.8 


Other neurologic disorders 


3.5 


42.6 


Dementias 


2.5 


^52.9 


All psychiatric disorders 


9.4 


?43.5 


Diabetes 


7.5 


'41.1 


Gastrointestinal 


1.0 


50.8 


Visual disturbances 


2.9 


49.2 


Hearing disturbances 


2.7 


49.8 


Miscellaneous 


6.3 


48.8 


Unknown 


3.8 






100.0% 





'Excludes Navigators and Persons later "ungrounded". 
"Age" *s the a >e when removed from flight status. 



FIGURE 1 
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t?, 307 ,082,600 flying hours, if oni assumes that 
on e out of AGO Inflight cardiovascular 
incapacitations results In eneccident (4), The 
400 figure coots from reports by International 
Air Transport Aisociotion carriers (hat one can 
eiptct accident fro» cardiac causes tvery 400 
y*trs. 

Relghard and Hohlar have documented that* 
on the average, one cardiovascular Inflight 
dssth of a captain occurred each year between 
"S51 and 1965, a figure about the se»e as that of 
today 115). The above coaptations, as pointed 
out by Chspaen, reveal that the safety risk rata 
now being achieved 1n coieirciil operations 1n 
respect to pilot Incapacitation 1s 10 tlaies 



better than that required by a1 r*orth1nesa 
criteria for vital aircraft systeas and 
structures. 

As docuaented in this peper t the rigid and 
absolute application of published »ed'cel " 
standards to cockpit aircrew 1s not justi f led 1n 
»eny individual cesae. Nuaeroue pilota and 
flight enginer-s f through aodern pedicel 
assessment, ca be returned to active flight 
status after being "permanently" grounded for 
cerdiovesculer or other disease states. Many 
heve dona ao. 

Uigurs I lists the deethe of cocupit 
criMeabiri of the documenting sirUne who died 



Number of 
Fl<pht Ctdccrs 



Medical Groundings and 
Age Distribution of Flight Officers • 



1979* 



1,163 



•Zero 



Include! ill fl.gM Dft.Cv« ttmovtd tfc* 
ti.flhi status <n i»7t ip»ho~ere 
Utcr ptimantntty grourdtd 



30-34 D5 31 40-44 4»-4f SO S4 JJ »• Fl, a M 0».ccf Ao« 



**8>t*d on jflc when i«movt< 
tiorn II.JM tlitut «n 18 7a 



FIGURE 2 
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Medical Groundings and 
Age Distribution of Flight Officers* 
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"Permanently" Grounded Flight Officers 
Later Returned to Flight Statjjs 

("ungrounded") by Medical Category and 
Mean Age at Initial Grounding* 
1938-1981 



Cause c Grounding 


% 


Mean Age 


Cardiovascular disease 


48.7 


44.5 


Neurologic disorders 


20.5 


41.5 


Seizures 


2.6 


49.0 


All psychiatric disorders 


5.2 


44.5 


V'sua! disturbances 


12.8 


44.8 


Miscellaneous 


10.2 
100.0% 


50.0 


•Excludes Navigators. "£ge" is the age 
when removed from flight status. 


FIGURE 4 
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during tti» period Kirch 15, 1900, through 
-epte.ber, 1979. Note thit none of these 
cre„»e»bere died 1n flight. The nedlen ege of 
deeth for these 180 crewwewbere ■•• 43 yee-e. 

Inflight deaths cen, end do t occur 1n »U 
•ge groups. In this respect, sn upper ege halt 
of 60 has bsver bssn found to bs justified for 
U.S. flight engineers Isscond officers], end 
rodern aedice' progress hss vltlsted ths beels 
for sn sir line pilot upper sge Halt (11). 

DISCUSSION 
The ege, gender, size end rscs cherscteHs- 
tlcs of the U.S. pilot populstlon were deecrioed 
In snssrlier 1ssus of ths HUMAN FACTORS BULLETIN 
(12). Inforastlon 1n this pepsr covers aodern 
nsdiesl espects of pilot certi f 1 cetlon . 

Ths chsncs of sn sir crewaeaber 
experiencing • peuenent aedicel d1 sque 1 1 f 1ce- 
tion 1s quits low, os shown 1n ths figures 



portreyed herein. An enetysis by R. R. Grfcrd 
snd E. T. Certer hes shown thet elr crewncbers 
cnployed by Northwest A1rl1nee hsve only e 202 
chsnce of not reschlng retirement becsuse of 
•eoicel ressons (13). 

C.R. Hsrpsr hss documented thot United 
A1 r 11 nee , e conpeny thet ■ las hes s asdics I 
depertaent, hss f1 vs fewer psrnsnent aed'cel 
groundings por yesr per 1 ,000 slrcrsw thsn 
slrllnss hsvlng no asdicsl depsrtaent (8). Hs 
further provldos s ststeasnt on o preventive 
progrso successfully ut1 Uze by soao previously 
dltqusUfled pi lots with csrdlovoseulsr dlsesss 
(7). 

As provided by R. Anderson ondC.C. Guttett, 
former aedlcol d1 rsctoro of Trsns World 
A1r Unss, coapenlee cen do their pert 1n 
ae1nte1n1ng crewneaber aedlcel etotue by 
supporting effective aedlcel dspsrtasnts (2). 
They show thot ono third less pilot disability 



Age Distribution of Flight Officers 
"permanently grounded" Who Later Returned to Flight Status. 
March 15, 1960 through 1981. 



Number ol 
Persons 
Returned 1o 
Flight Status 



9- 

8- 

7- 

6- 

5- 

4 

3 

2 

1 



r 
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Frequency of Causes of All In-FIight 

Incapacitations of Captains, 
First Officers and Second Officers 
March 15, 1960 through 1981. 



Number of 
Incapacitations 
27- 



25 

23 

21 

19- 

17 

15- 

13 

11 

9- 

7 

5 

3- 



1- 



G«1ro«n1rrttr*, 

Intestinal (Stomach P*m. Niuttl, 
U»ctrv Viral Infections. Galh 
•Udd*r Pam, Food ROlaltd) 



Nture 
Lots of 
ConsciouSf<*is 



Myocardial 
Infarction 



rHrcnotofieal, 
rSrthatne 



Ukn 



Cauvts of Incapacitation* 



can ba achlavad throuQh preventive M d1c1na 
Progrooo that docrsaaa tha amount of 
""•qualifying dleeoM ooong f light ertanrtin. 
For Trana Mo rid A1 rl 1no«, th1a aaountad to • 
total coat avoidance during 1I7S-7I af 
t2t ,110,411, providing • bonaflt/coat ratio of 
battar than t:1. 

Aa furthar decuaonted by SU.par, onhcncad 
pilot rotajitlon through • preventive Md1e1no 
pro era* rMulte 1n annual eevtag* !• !.!• air Una 
of t15.220.000 (|). Tha c#1nge 1n »*loel 
•"liability payaonta (evere** duratlor • 1.5 
iraara) of BBS of aalory ondltt 'rinse anon to. 
coupiad with tha oavlnga b rough tb-Mt by dally 
•1rl1n* Ph y a1c1an M dleol o« imitation and 



haorlng conaervatlon program, glvi tha airline 
nodical department a banoflt/coat ratio of tJ* to 
1. Th1a 10 V ary clooo to tha Anderson and 
twllatt finding a. 

CONCLUSION 
Individualization of oircrow oadlool 
eortlfieotlan la currently praetlead at the 
hlghoot lava la over. Conpanleo «ith effective 
nedleei pragmas can proviso .igmfieent 
aaalatonoa to thalr a1 reran nanbora In thla 
reoeoet. Tha apnUoatlan of Mdam nadloal 
adaoea in aire raw provantlvo nedldne pregrooe 
and nodical aartl n cation praaaduraa aanatltat- 
aa o true rovolutlan m a* earn aviation preereee. 
Xncraaolng opee r tamltl ec far oftpeneed efferto in 
that a oroaa oxlet. . . 
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Rate of Flight Officer In-FIight 
Incapacitations per Departure 
March 15, 1960 through 1981 



59 In-flight incapacitations (3 /1 5/60 - 1 981 ) 
1 ,302,742 departures (3/1 5/60 - 1 2/31 /81 ) 



= .0000052* 



Number of injuries or fatalities to passengers 
as a result of in-flight incapacitations 

3/15/69-1981 0 



1 *n every 192.308 departures. 



FIGURE 7 



Deaths of Captains, 
First Officers, and Second Officers 
March 15, 1960 through September, 1979 



Number of 
Deaths 



36 



36 



2G 



12- 



31 



29 



24 



12 



Number of Death*: 180 
Number in Flight: O 
Median Age of Deaths: 43 
Average Agr 43.1 
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The ca tandar ■ ge of SO It no long or medically lUStlfteWe a* 
en upper ay* limit for airline pilots Advances «n oeron.oloeic 
ituii«i. clinical medicine, and eperattonal flight prof ictency 
•valuations, new allow individual pilot assossmOnts for 
hearth status and port Onninct capability lndividualutng tho 
caraor duration of pilots bv eliminating tho present af • CO 
upper limitation nwill enhance flight safety and efficiency as 
the hig hly q u alidad eipenenced. and prof iciont older 
healthy pilots continue theo productive c a roars 



THERE IS today no medical, physiological, psy- 
chological or operational justification for retaining 
the calendar age or 60 as a mandatory career cut-off for 
an airline pilot Age alone, as is the case with raceo r 
sex. gives no information about an individual's com- 
petency or health 

The three critical determindnts of pilot fitness are 
freedom from impairing disease ability to perform and 
desire to continue Flying. 

This paper will explore the interrelationships of the 
normal aging process, diseases, and flight record, 
including performance asdemonstraied in accident sta- 
tistic trends by different age groups 

BACKGROUND 

The US "Age 60 Rule" for forced airline pilot retire- 
** r it is contained in "Pan 121" of the Federal Aviation 
v . ulations It is two decades old (52) The reasons why 
the rule is no longer justified are documented m the 
1979 Hearings of the Subcommittee on Aviation, Com- 
mittee on Public Works. U S House of Representatives 
(55) Unfortunately, the original justifying records have 
been misplaced (19) However, there are adequate 
assessments today that document the no-longer-tenable 
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basis of the regulation The rule does not apply to flight 
engineers or any other flight crew member Neither does 
the rule apply to air commuter or air taxi operations 
governed in "Pan 135" or to various flight activities 
involving charter or other non-ill operations. 

While working at the Center for Aging Research. Na- 
tional Institutes of Health, the author and G H Hunt 
studied the scientific literature in the field of aging as of 
1958 and published an assessment of its status as of that 
time (35) In 1961. the author correlated the current 
level of knowledge concerning the field of aging, med- 
ical diagnosis and treatment, with the airline flight tech* 
nology of that time (50) A further review of the field of 
aging was made in 1961 (51) In 1973. a new assessment 
of research findings in aging along with developments in 
disease detection as related to airline pilot retirement 
was published (52) Further progress in understanding 
the aging process as this bears on pilot performance was 
published in 1 978 (54) A year later, a consolidated and 
updated status concerning the matter of airline pilot age 
and flight duties was provided (56). 

It is now clear tha r the evolution of understanding and 
knowledge jboui the normal developmental aging proc- 
ess and the pathophysiology of specific acquired diseas- 
es, has given us new insight concerning individual 
heplth This and the new diagnostic and disease pre- 
vent i on techniques have revolutionized the thinking 
about who is. or isn't, healthy and. consequently, fit to 
fly Parallel advances have occurred in flight technology, 
including flight simulator fidelity This latter field has 
progressed to the stage (especially in the aspect of high- 
qualny optical displays) that it is now feasible to give art 
airline pilot the necessary training for a new type of 
aircraft in a simulator (26) The first time a captain ac- 
tively flies the aircraft can be in ie venue, passenger* 
carrying flights, if the new procedures are followed 

THF AGING PROCESS 

The normal, geneticall; programmed development of 
dn individual is a life-long continuum that results uU 
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climii\/m ir*u int auc ou auic-muhcck 

iimuicU m ihe terminal mvolunitonal subtraction of the 
ifed tnduidual from the population ( ) 7) The entire 
life<pjn it a developmental process- 1 functioning nor- 
mal process ioiall\ distinct from acquired diseases (69) 

Human lifespan potential in the 20th century is reach- 
ing 1 00- 1 20 \ ears, depending upon lifestyle, environ- 
ment, and genetic strain and diseases ( 1 7.67) The 
chjnpcs »ith age involve modifica ions of functions and 
structures but to describe for example. gra)tng hair in 
peioram e terms is to fall victim to arbttranK adopted 
sociocuMumI concepts Graying of the hair, as withall 
other normal aging changes, is a developmental change, 
no more no lev Until the ultimate involutional 
changes of advanced age occur, these aging changes 
h<\ c no bearing upon an individual's ability to perform 

Manx things improve with age. including judgment 
and intelligence (16) Experience enhances judgment 
and older healthy persons tend to be less impulsive, and 
consequent . have better safe?) records (37) Sonnen- 
feld points out that factual evidence of older workers' 
performan! ; rejects ihe "stereotyping" and prejudices 
that link agi »rth senility, incompe tenet, and lack of 
»onh in the labor market (70) 

Improvements from 1901-75 in survival into old age 
as seen mUS males arc shown in Fig 1 The trend for 
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subsequent vears continues to be a marked continuation 
of greater numbers of individuals extending into the 
older age area For individuals whose lifestyle and envi- 
ronment promote the full potential of their genetic 
endowment, healthy survival into the 90$ and even into 
the early 1 00s is feasible as illustrated in Fig 2 

Fries has recently shown that the average length of life 
in the U S has risen from 47 to 73 years in this century, 
and that this length is moving toward an ideal average 
lifespan of 85 years for the present cohort of young 
adults (28) Fries model demonstrates a national health 
pattern of continu-.g decline m premature death plus an 
emergence of natural death at the end of a realized natu- 
ral lifespan Postponement of the disease phenomena 
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-haan titaasa It cantraMaa. tha iwasHaa, survival la aaihualaa 
at eO.Svaars laurva ai ** ~" **— " - — m sarrlr a l taa . 
tha maa«an survival It asttsaataa at NJ vaars 

previously identified with ••aging" by present social in- 
teractions, health promotion, and persona) autonomy, is 
highlighted by Fries Life in the older age brackets has 
continued, for those who realize their potential, to be 
physically, intellectually, and emotionally vigorous and 
productive This achievement, of course , is inhibited by 
externally imposed constraints, as typified by arbitrarily 
imposed upper age limits for employment or other activ- 
ities Current life tables reflect the data on the greater 
numbers of healthy persons extending into advanced 
age (2 1 .59) Many of the conditions previously con- 
strued as 4 'aging" —for example, atherosclerosis, em- 
physema, and other acquired conditions— simply take a 
number of years to develop in susceptible persons; 
hence, the confusion by some with the normal aging 
process 

One reason confusion has been rampant concerning 
the distinction between changes due to diseases and 
those due to the normal aging process is that medical 
schools have traditionally correlated the two as synony- 
mous This is partly due to centuries-old cultural bias 
and partly to narrow faculty training (1 4) . The concepts 
of Charcot, as published in 1 ttl , confusing diseases 
with the aging process, are still operating in the minds of 
many (IS) 

Cross-sectional studies of age have tended to support 
confused views of which changes are due to age and 
which are due to disease For example, the largest study 
of vi tal capacity "as related to age" was done by John 
Hutchinson in 1846 (36) He made measurements in 
more than 2.000 "healthy" males and concluded that 
vital capacity is inversely proportional to age Somehow, 
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ELIMINATING IkE 'AOt clAE-MOIiLLR 

over ihe decades, the composne fird.ngs became meo- 
ical axioms, ignoring the great individual variations with 
age New tables of pulmonary function data were pub* 
hshed by Kory etal in 1961, but these included smokers 
(43) Pulmonary function standards in accepted general 
use were not derived from subjects uho, for example, 
were screened for cigarette smoking until the report of 
Morris etal in 1971 (58) 

Morris etal rectified the "smoker" defect of pre* 
vious pulmonary function studies by performing studies 
on healthy nonsmokers This approach of excluding per- 
sons whose life-style included cigarette addiction— with 
tobacco tir destruction of their pulmonary tissues and 
consequent degrees of chronic obstructive pulmonary 
disease — resulted in a 10-year improvement m adult 
pulmonary function tables (Table I) 

table t vital Capacity ?o inch tall Caucasian 

MALES 



Ate )%l 1971 

30 50 53 

40 4 1 51 

50 4 6 4 1 

60 44 46 

70 4 2 44 



1961 d<u includes smokers 143) 
1971 tidu excludes smokers HI) 

Thiojfh excluding smokers rrom the studrc> hrui is persons 
whose self desirucme radices 'oduct * fre.ier dejret of chrome 
obstructive pulmonarv disease) Moms rt el rolled the jverage 
norms for * i<*tn bracket tuck jn enure demOe 



There is wide individual variation in changes with age 
at all age groups This is one of the primary findings in 
the longitudinal age study conducted by Shock and asso- 
ciates in Baltimore (69) Although cenain physiologic 
functions based on population averages show a change 
toward less capacity in older age groups, the important 
factor is that there is a treme ndous variation among 
individual capabilities ma given age group For exam- 
ple, the cardiac stroke index group mean declines some- 
what with age but. as shown in Fig 3 by data obtained by 
Landowne, there are healthy 70-year-olds (and older) 
who outperform others in this respect in their 30s (44) 
Present capacity to perform by an individual is the sig« 
ntficant point, not the chronological age 

MENTAL FUNCTIONS AND AGING 

It is now understood that senility (senile dementia) is 
not a part of the aging process (13.75,79) Onlyabout 
one in five persons ofadvanced age will become "se- 
nile" and there are tests available that determine this 
syndrome A proportion of these victims suffer from 
Alzheimer's disease, an entity receiving considerable 
attention Some have hypothesized a possible viral 
etiology 

Similarly, earlier concepts that "crystalizmgof the 
thought process," lossof"creattvity," or other cogni- 
tive changes wiih age, were experienced by all are now 
known to be fallacious (24) The heal'hy, undepressed, 
interacting brain continues to function irrespective of 
age If a person believes that higher mental functions 
de'enorate * uh age. he may induce a depression that 
can bring about an ahe r ed self asse'sment ofcapabilny 
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Fif 3 Oata collected by " "Y scientists in numtt*ul 
»iud,»* (how a f raat variation in Individual capability with 
af a landowna t**l found a »u»»nor strake indaa in many 
oldar parsons COmparad to ttia' * n * significant proportion af 
yOungar individual* 

(38) The individual literally becomes his or her own 
self-fulfilling prophecy The phenomenon is analogous 
to the "burn-ojt" syndrome found in some air traffic 
controllers In a detailed study of controllers. Rose etal 
found that, when the belief exists thai air traffic control 
work causes deterioration of the nervous system, a be- 
lieving controller is at risk of manifesting "burn-oul" 
(66) 

Studies by Lehman of some creative persons indicated 
that creativity peaked in young adulthood and declined 
thereafter (45) These studies failed to recognize that as 
many of the subjects grew older, especially the scien* 
lists, they elected to move out of the laboratory and into 
administration, a setting without the same types of crea* 
live pursuits as the lab (16) Some of the more signifi- 
cant products of human creativity have come from per- 
sons in their 70s and 80s— Tolstoy, Hugo. Verdi. Dar* 
win. Liszt. Chagall. Monet, Michelangelo, Picasso, 
Ibsen, and Franklin, to name a few and not forgetting 
Shaw, who created actively to the age of96 Some of the 
great creators lost their abilities due to disease in midlife 
Others became alcoholics or addicts, or went into de- 
pressions wnh consequent loss of creative funct.ons 
Bullough etal have documented that creativity con* 
tinuespast 80 (9) 

Butler has pointed out that changes due to diseases 
and social stress must be separated from changes due lo 
normal aging (12,14) He also notes that there is. for 
example, no noticeable difference in cerebral blood flow 
in healthy, elderly men from that ofhealthy 20-y ear-olds 
(14) This is new knowledge which offsets the older 
concept that the brain loses blood flow w uh age I n addi- 
tion. Butler and associates point out that many brain 
function ch^n^es attributed to "*ge" .ire dCiujlly re- 
versible brain syndromes b^sed on forexjmple drug 
reactions, o^erprescnption of drugs, tranquilizers alco- 
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ho' abuse and o:her specific conditions c*ue to aging 

Eutler (Ommenis thai 'he confusion bv s^me physi- 
cians c ->ncernng the above lopics ma> well be due to the 
facithat asof 1978. onlv50of I20U3 medical schools 
ga\e an\ mstru.non in geriatric medicine < )4) Medical 
students often get ther first impressions of apng as a 
"disease * associated with death wnen »hey are assigned 
their C4da\ cr. as noted by Butler He observes that med- 
ical school training gives little exposure to health> older 
persons during this training concepts equaling age. dis* 
ease and death all become hardened 

"isdorfer stresses that me results of numerous longi- 
v nal studies do not suppon the hvpothesis of a pro* 
gressiveloss o' cognitive functioning with advancing age 
in ?l\ persons (24) he notes that many studies pur- 
porting io shou cof/ntive dec i. : have actual l> 
measured functions in persons who were depressed De- 
pression, of *ours* can occur in individuals at any age 
and is not a n*cr>ary concomitant of aging 

Busse emphasizes that cross- sectional "studies" of 
intelligence and related functions have reponed declines 
for those over 60-65 years of age. but that these studies 
»ere methodologically Hawed (1 1) He points oui that 
longitudinal studies demonstrate dear increases of mid- 
life nee into rrid-adulthood and that the onset of disease 
cr adverse socioeconomic factors ire then responsible 
for deciin's 

HCaLTHi older persons 

Studies are i creasmglv demonstrating that the 20th 
ctntur> sedentary life-Style adopted bv many is having 
an adverse effect on central nervous system functional 
efficiency 'i hose who avoid the bodily deteriorations 
accompamingpb'tical inactivity, nicotine addiction, to- 
bacco use. alcohol and drug abuse and o'h*r self-de- 
structive brhavtorc. do not show the cognitive function 
deteriorations replied so frequently in poorly discrimi- 
nating cross- sectional studies For example. Young has 
,hO\*n that a 1 0-week program of jogging, calisthenics, 
and recreational activities gave improved scores on the 
Wechslcr Adul* Intelligence Scale D git Symbol and 
Block Design tests, tratl-maktng (bran funmon), cross- 
ing off (speed of performance) and Associate Learning 
(80) The subjecis showed an increase in health status 
rating and a decrease in anxiety. Those who exercise 
derive beneficial effects on cognitive functioning a i.d 
personality Since many earlier concepts of age deteri- 
orations have been based on studies of sedentary, ac- 
tualU ill. persons, the newer knowledge is re'uting ihwe 
generalizations 

Spirduso and Clifford have shown that 70-year-old 
physically active persons (racquet ball sports or jog^.ng. 
for example) can have simple, complex, and choice re- 
action times equivalent to those of sedentary 30-year- 
olds (72) Szaf ran has demonstrated the remarkable 
maintenance of higher menu) functions in healthy older 
pilots drawn from the active pilot group (74) Spieth has 
shown that pilots with diagnosed hean disease had a 
greater deterioration of men. si function than healthy 
older pilots (71) 

Complicating the daia ncermng cognitive functions 
hi \ ar ious age groups is the matt "t of regular alcohol or 



drug use. a factor not controlled in many study popula- 
tions Parker and Noble have found that alcohol onnk- 
ing at social levels results ir a deterioration of abstract 
thinking as shown by decrements in adaptive abilities, 
concept formation, and capacity to shift from one idea to 
another (62) This and the previous studies demonstrate 
the error of attnbuting to age those changes actually due 
to inactivity, disease, alcohol, and other factors extnnsic 
to the normal aging process. 

LONGITUDINAL STUDIES 

Six longitudinal studies are of specific significance in 
providing data on normal aging and the occurrence of 
pathological changes These arc the *U .000 Aviator*' 
Study begun in 1940 and still underway today (the au- 
thor served as FAA monitor of the study in the 1 970s) 
wttr the subjects now in their 70t "1). the Gerontology 
Research Center stuHv in Baltimore begun under Na- 
than Shock in 1 951. . uh about 1 .000 subjects, the old- 
est in their 90s (69) . the Duke University longitudinal 
study. "The Effect or Aging Upon the Nervous Sys- 
tem." begun in 1 955 by Dr. Ewald Busse wi;h 26** non~ 
institutionalized persons age 60-94 (1 1). the "Adapu. 
tion Study" at Duke using Schaie's "cross-sequential*' 
technique (four 6-year cohorts with an overall 6-year 
time of measurement) sttnedin 1968 with 502 persons 
iges 4 j-69 ' 1 1 ). the Framingham Hean Study, begun in 
1 948 anJ v. jrrenti) the longest uninterrupted detailed 
study of risk factors over time in the devel *>ment of 
hear disease and strokes (41 ). and the Seato. '-Jean 
Watch, begi i in the early 1 970« and yielding practical 
clinical techniques for detecting cardiovascular disease 
in individuals with forecasts of the likelihood they 
would experience a cardiac event in the next 6 mon.hs, 
1 2 months, or 5 years (7) 

The "1.000 Aviator" study found that, as of 1977. 95 
of the subjects had died of non-military causes, while 
208 matched non-pilots of similar background had died 
(< 7* This mar. -d decrease in deaths is attributed by the 
investigators to factors including a good socioeconomic 
background. long-It vec parents. above-av( -age intelli- 
gence, an orientation tow*/ j health and fitness, and pa- 
nodic physical exami nations that provide early detection 
and treatment of any developing diseases. The U.S. 
Navy has acted on available aging data and has eliminat- 
ed u iper age limits for pilots, basing flying status on 
individual health and capability (I). The Air Fore has 
also updated its approach to pilot physical standards in 
regard to disease detection (20). 

I n addition to the above, the Federal Aviation Admin- 
istration contracted with Assessment Systems. Inc.. for 
cognitive and perceptual motor tests on subjects drawn 
from the "1 .000 Aviator" group (77). These studies 
demonstrate that 60-67-> »ar-old subjects in the group 
showed no differences cor 1 with healthy 
30-34 year-old compara> ns in visual scan or col- 
or word test* There wer differences in Judgmen t * 
assessments concerning jiserepancy, attainment 
discrepancy, or judgme. discrepancy. On other tests, 
many ove -60 individuals outperformed a substantial 
number of younger persons 

The same contractor has studied J pilots from 
several ai rimes, including United. BrantlT. Southern. 
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and Aloha, as well as many non-pilots (76) He and his 
associates orally reported thai their applied techniques 
or measunni cognition, personality and mental status 
are so sensitive that they detect incident effects of dis- 
ease, alcohol or drug use, and depression (71) The 
iroup reports that the technique correlate* "ith fli|ht 
performance and is predictive. 

As previously cited, Eisdorfer reports that the findings 
of these longitudinal studies do not support the hypothe- 
sis that there is a "universal, progressive loss of cogni- 
tive functioning with advancing age" (24). Jarvik tt ^ 
have demonstrated th&r'if illness does not intervene, 
cognitive stability is the rule and can be maintained into 
the ninth decade" (37). 

Shock emphasizes that gerontologic literature prior to 
the 1960s was based on studies of older subjects drawn 
from hospital, nursing home, or other institutional set- 
tings (69). Many of these studies have been summarized 
by Gerathewohl in his report No 1 (29); hence the im- 
portance of longitudinal, prospective studies that, on 
intake, contain active persons, functioning individuals 
living in the community. The data from these studies 
give a fax different picture from that of the classic ctoss* 
sectional studies of aging. The longitudinal studies of 
Shock Knd his colleagues have shown that there is a great 
deal of individual variation in health status at various 
ages and that an individual's age is not a useful predictor 
of performance Also, changes introduced by age alone 
are small, wuh the marked changes in given individuals 
resulting from specific diseases. 

Since age changes are very gradual, adaptations and 
compensations are continually made in the healthy ac- 
tive individual Age is not a primary factor in various 
declines until well beyond the 70s Learning and mem- 
ory in healthy individuals do not change into the 70s In 
•t' egarr" s ock warns that we must watch for un- 
scientific i .menu about the aging process, especially 
statements based on anecdotes, and that "norms" based 
on older "sick" persons must be discarded (69) 

Kan net states that the Framtngham study has shown 
the greater likelihood of coronary artery disease in per- 
sons with untreated hypertension, glucose intolerance, 
or who smoke and are overweight (39) A risk profile for 
a primary candidate for ' oronary artery disease includes 
a steady rich diet, smoking, little exercise, obesity, high 
blood pressure, high blood lipids, a marked sense of 
"time urgency" and a :endency toward diabetes One in 
three with this profile will have a cardiovascular e"ent by 
the age of 60 

Kanncl points out that multiple marginal abnrrmali- 
ties, if n' tended to. can. by multiplexing, become the 
equivalent of a major risk factor. These risk profiles 
developed hy th«! Framingham study powerfully en- 
hance tht. abtlii) to predict an individual's risk of devel- 
opingcardiovascular disease. High-risk individuals can 
be readily identified today. 

Bruce reports that, of 2. 365 clinically healthy men 
between 25-69 in the Seattle Heart Watch Program. 47 
(or 2%) f e velor-ed a primary coronary heart disease 
event (7) The mean follow- up was 5.6 ± 1 4 years The 
Seattle Heart Watch has thus generated dat that allow 
screening of a population of apparently heaLiy persons 
for the presence of heart disease (6) The da o can 



forecast for an individual the 'ikelihood of developing a 
cardiovascular event in the next 6-12 months and also to 
5 years The technique involves a symptom-limited 
treadmill test of functional aerobic capacity and is 
applied in an ambulatory setting Differences in re- 
sponse by different individuals are recorded, as are rates 
of changes These become predictors of future cardio- 
vascular even is His group projects that life long seden- 
tary persons have marked deterioration >n the 70s, 
whereas healthy active persons can extend decades long- 
er. 

Bruce has found that exercise tolerance is an excellent 
risk predictor, a* ire ;he onset of certain symptoms, 
including chest pain and symptom-limited exercise du- 
ration Ischemic ST ECG depression greater than 1 mm 
or an upslope change greater than 3 mm are also pre- 
dictive, as are certain impairments of heart rate. The 
Seattle Heart Watch has found that, if a physician elicits 
a negative history and finds no clinical or electro- 
cardiographic evidence of heart disease in an asympto- 
matic healthy man, the probability of developing a pri- 
mary cardiovascular disease cent within the next 5 
years is less than 0.017 (7) This compares with 0.014 
calculated by Bruce from Framingham data (40). Ad- 
verse risk factors include a positive family history for 
heart disease, smoking, hypertension in excess of 
UO/90, and cholesterol in excess of 250 The com- 
putations of cardiovascular event probability can be 
made irrespective of age 

Multiple studies on cardiovascular disease risk factors 
have corroborated the technologic advances that now 
permit the quantitative estimate of these for a given 
individual (3, 1 8,32 *8.6S) That these findings are be- 
ing applied to the airline pilot group is reflected in the 
following quote. "Airline pilots are the healthiest group 
in the world." made in July. 1980. by Dr. G. J Kidera. 
retired Vice President for Medical Services, United Air- 
lines (42). His successor, Dr C R Harper, describes 
the successful reversal of disqualifying cardiovascular 
signs and symptoms in airline pilots by a program of risk 
factor reduction (33). He gi\ es case histories of medical- 
ly grounded airline pilots who, following reduction of 
certain risk factors and the adoption of healthier life 
styles, returned to healthy states and were subsequently 
medically recertified and resumed their airl-ne pilot du- 
ties Harrison and Smith suggest methods of asessing 
the cardiovascular dynamics of pilots, irrespective of age 
(34). The Bethesda Cardiovascular Conference sup- 
ported by the FAA gives specific means for assessing the 
cardiovascular status of individual pilots, irrespective of 
age (23) Busby and Davis describe the retumln duty of 
airline and com mercis' pilots who have atrul fibrillation" 
but have been found to have no other cardiac condition 
precluding safe flight duties (10). 

A report by Orford and Carter in 1976 demonstrates 
that Northwest Airlines pilots had only a 20% chance of 
not reaching retirement because of medical reasons 
(61) In this vein, the Air Transport Association pre- 
sented a tabulation of permanent pilot medical ground- 
ings in United Airlines r or 1969-78 to the Subcommittee 
on Aviation Hearings. U S House of Representatives, 
July 18-19. 1979 Table II sliows the data for the years 
1977 and 1978 It w." be noted that almost half of the 
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tailed united airlines permanent medical 
disq ualificati ons of pilots 1*9 7i 

Toul No Mrfal |TCMn4mp Jja 
1177 Tbo • 0 ffc of plot* U I povnOMV* anions S.J4J a*xi) 
1971 Tho * 0.3* -4ou U? trognoioes amo* 5.470 Mou) 
47> of Hit condntona - not oat rtlatoS 



TABLE III SCHEDULED U5 AIRLINE ACCIDENTS DUE TO 

pilot cardiovascular or otmp» n 1ffnff TO 



iMMC/tftprcMvc ceoetfaan. Ho**** > do tail, 
oncet of the kjn§. ltulitfmo.flwoKfoaaion.hMd 
injur > aetata, rwwroocal wot ottaomytlHo 
piiwiiary Kkmrni. antfoihor oantfiuont) 

14 prion mJVi 

otoMwiffto O't 

9(MO*»le«lhan30yoafioraat 

A rtv*t» of wta pr*a»»o* at iKt July 1979 Suboofnrnfiwt odavo- 
nonHufimtUi Haute of Rtorattftiauwtt, Waatareton. DC. con- 
um«j man)' coori n iow mm correlate*' wort aft Tht Sou oo not 
MipoonaftaatoOnilt 

conditions ire not ate- related and that almott half of the 
persons were teas than 50 years of ate. The remaining 
conditions were made up ^'arteriosclerotic heart dis- 
ease/' myocarUia] infarction, diabetes, or other geneti- 
cally predisposed or life-styie-promoted conditions. The 
groundings were in the 0.5-0 1% range of all United 
pilots An upper age lim.. ol 60 years does not servers 
an effective «ieansof eliminating these persons from 
living Neither do these conditions justify any upper are 
limit 

Although some medical disqualifications tend to oc- 
cur it higher ages, their conditions tie often genetically 
predisposed, life -style- promoted, or both. Certain dis- 
eases take time to develop and, accordingly, may be 
improperly attributed to the aging process. 

Effective ambulatory screening methods for neuro- 
logical and mental status disorders in pilots are refer- 
enced in a publication bated on a wprtahop sp o ns oi e d 
by the Federal A via ' n Administration (22). It is sag- 
nificant to note that the group does not reference age as 
a factor, but concentrates on individual pilot assessment 
This is because these screeni'tg methods are used inde- 
pendent of age. Specific techniques for determining cen- 
tral and peripheral nervous system integrity, including 
cogniUve functions, are five *Strub sad Beck, m Tht 
Mental Status Exanimtkm at •ossfy (73). The FAA 
has issued neurologic guideL- n assessing mental 
and neurologic functions, Including cognitive functions, 
in recovered alcoholics (25). Some of the pilots checked 
nave been found to have permanent alcohol-induced 
organic brain damage or other abnormality and have not 
been recertified. Others have been found to have normal 
brain function. More than 300 exemptions have been 
issued to alcoholic airline pilots based on findings made 
in accordance with the above protocol This approach of 
individual assessment can be applied to nonalcoholic 
pilots of any age. 

ACCIDENT DATA 

Table III shows the scheduled US Airline accidents 
due to pilot incapadutton by cardiovascular or other 
diseases Note that since l°30, when airline operations 
became a practical reality, there have been none- a half- 
century of experience Table IV shows the two US 
cardiac incapacitation accidents that occurred on non» 
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TABLE IV A IRUNE CRASHES DUE TO CARDIAC 
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Unptno^oa Firm Tojor (Pun 4 laejael 
North H oSy o oa, CaSfjraai 
Dote. 14 Doc. 194] 

UoochoSoM Amorkao nron 
Aromort Olualnm (Bonn). 
Don 22 Aa».. ties 

fTh: C*au»o wwtmi lha artac: «w ft** fra***- 
lonUr aa ho ooa leatMs* eoatmoai fUavtega 



Caa a a i e 'aAaa 
M 
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scheduled airlines (the 1962 accident was a cargo flight) 
N jit that the incapacitated captain m 1962 was 31 yean" 
old (also, the co-pilot was not fully qualified in the aJr- 
crafO.The 1966 aocident w being Down fraudulently 
by a 59-year-old captain who Ms history c/ a myoca*. 
dial infarction and his diabete* '^ngrrawllnfrom 
the Federal Aviation Aor .^atratioti J» also owned the 
airline). Neither of these cries justify on age 60 rule. 
This rule could not lair raTrvrmed Usees aq idsjiu. 

Fig. 4 shows captain ages in scheduled alrtmeac* 
cidents for 1970-77 as contained fat National Transpona- 
uon Safety Board Reports. The peak captain ages for 
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L-1MINA 1 iSC THE 'AGE oO' KbLE-?/.OHLER 

these accidents is in the 40s, with a rapid fall-off to age 
60 The older captains have the greater experience, abili- 
ty, and judgment, and have become older captains by 
not having ratal accidents while younger. These are the 
safer pilots, and this is why command of the larger* more 
sophisticated, wide-body, high-density passenger air* 
craft is universally entrusted to them when they bid on 
them, as they almost invariably do. 
Table V provides an analysis of pi lot- in -command ac- 



nonfatal inflight incapacitations, the average age of 44 J 
years again does nf 1 justify an age 60 rule 

Reigharo and Mohler documented inflight pilot 
deaths for 1 95 1-65 and found the average to be close to 
one per year, with some years subsequently having none 
and some having two or three (65). The continuing 
average remains the same. Multiple crew members and 
FAA-required crew training regarding inflight handling 
of incapacitations, together with the miniscule numbers 
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commcrtial«nd Afr Transp ort Centfieaies. General AviilHWi 
An analysts tet iht year 1971 demonstrates ■ proe/essivt age ftlt in the Modem nit of 
commercial and airline irarupon pilots flying in the general aviation environment (NTS a and 
F A A Reports). , 



ctdents by age dunng 1 971 involving those pilots hold* 
ing Air Transport and Commercial Certificates operating 
in the general aviation area. Note that the p*ogres$ive 
decrease in observed accidents per 1 .000 pilots with age 
further substantiates the accident experience on sched- 
uled airlines Increasing pilot age and experience is 
correlated over and over with a decrease in accidents. 
This has been previously shown by Booze (5), and by 
Moh1er«at (57). Gerathewohl, on page 46 of his re- 
port number II. graphs the pilot accident data by age as 
given by Booze, visually demonstrating the decline in 
accidents by experienced pilots with increasing age (30). 

In regard to inflight pilot incapacitations causing ac- 
cidents. Buley reports five examples for 1961-66. as 
shown in Table VI (g) Note that the average pilot age is 
46 2 years and, if the 59-year-old fraudulently flying 
captain is deleted, the average age falls to 43 years. 
These data, not significantly changed to this date do no! 
justify an age 60 rule. Buley also gives information on 12 

table vt airline pilot incapacitations causing 

ACCIDENTS (INCLUDES UNSCHEDULED AIRLINE 

FLIGHTS) a 



Location 
I Br.sbanc. Aualratie 24 Miy. el 
2.N Hollywood. CA 14 Doc.. '62 

3 Ardmoft. Oklahoma 22 Apr.,'** 

4 Caugena. Colombia IS Jan..'** 

5 Oilo. Norway f Dec. '** 
•Pilot flying fraudulently 

Minus fraudulent pttoC 
(12 nonfatal Inflight incapacitations. 
Bui etr.Jan '969 



44 (PIC) 

3i (pia 

59 (PIC)* 

45 (PIC) 
45 (COP) 
Ave A|e4*2 

43 Yean Ave A|a 
44 3 Yean Ave Age) 



of these cardiovascular events, account for the half-ven- 
tury safety record in this respect 

Bennett has reported that the vast majority of inflight 
incapacitations are not age-related and include, in rank 
order jastrointestinal upset, diarrhea, ear problem, 
"faintness,*' headache, and vertigo (2) These are -Ito 
cited by Leighton-White. who stresses that food poison- 
ings not an age-retard emergency, has received little 
attention from the airlines as a potential hazard, reflec;- 
ing t>e general concept that incapacitation of a crew 
member is a very tow-risk problem today \46). 

Older healthy captains have the experience, judg- 
ment, problem-solving ability, and rapid response capa- 
bility to avert emergencies of all types. Two examples of 
this are given in Table VII. In bcth cases, the captains 
were commended by high authority for averting catas- 
trophe United Airlines gave a major cash award to the 
B-747 captain who, a few weeks later, was forced out 
prematurely by the age 60 rule. The Department of 

TAaLEVII OLPfl CAPTMNS 
Good Judgment 
Faat Response Time 
Best Safety Record 

Capum Age Da<e Location 

59 MayH/n Pacific (Honolulu) 
(Engine* 1. 2. and < fi'kd at 22.000 feel due io ice. 
Captain |Ot No 2 ro»i| at 300 feet above aurface and 
made safe landlns.) 



Continental 
DC-10 



Data on accidents caused by »irlme piloi incapaciU ions show an 
average pilot i|C in the mid-40'a These data do not support an age 60 
rule 



59 Ms'cM.'7| Los Aisles 
(Reacted in 1 2 see Ida »Nrn i, r « b.e» on Uke-ofT 
ton) _ „ — 



Oldet captains have an e see Hem record Of r as' iction k responding 
to emergencies as shown here (Subcommittee on Avietw. Hca <ngs. 
I S HOuseof Representatives. July II-!?. 1979). 



9 

ERIC 



428 



424 



Transportation and the Federal Aviation Administration 
pvts major iwvd:i the DC-lOopuir wbowasmak* 
ing ha laet (light before being firad out \ r the ate 60 
rule when he encountered the potentially ottactropbic 
take-offevenu reacting within 1 2 aacooda and averting 
dtaaaiar(M).ManyotlMveMmplaaonallair1inaseou)d 
be cited. There' no evidence tiutfbe^compctnnl 
older pttouarewaceoUbtewikaTao^iioohiper. 
foment* capebftity compared with younger pOota, 
There is no evidence that older pOott have any greater 
A JJjj^ 14 * 1 w«n^ontag to new aircraft tbm younger 

The continuing premature loss today of tbaee and 
hundreds of other experienced airline capuins * no 
kmeer medically or operatkmaDy>anHlad. 

SAFE PILOT PERFORMANCE 

Safe pilot performance mats upon the foUowin*. 

A. Freedom from impairing disease (including the 
tonptudinal hearth record and current health). 

B Cipabihtyof performing, including the longitudi- 
nal performance record am* the aaaeaamrnt per- 
rormtnoc on flight checks, timuUlor checks tnd 
tn route checks. Ocra t licwutit, hi Report Wo. m, 
illustrates bow pilot performance can be quantified 

C Motivation to continue (as articulated by the 

individual pilot). 
These Hem* ire highlighted in Table VTTJ. Today 

TABLE VIM FACTORS IN DELETING A FIXED MANDATORY 
RETIREMENT AGP 

1 FrwtfhnpjMflgDiMM 
A Ut&alimiHmMLami 
8 Fumm HnRJi Ammmm 

A Um*** Hrtwmum Rnon 
8 t immh ' 
Plata 



f'l "rniiiiirtiiTn 



there are excellent rrteana of quantifying all of the per- 
tfncnl r " , m — " * — 'tit mit fulljr ssneshii iln 
health status of any pilot or, for that matter, any other 
crew member, irrespective of age. Gen. R. L Bohan* 
non, on contract with the FAA to evaluate the age (0 
Question, further describaf bow low-risk pitotsjrom the 
health standpoint, can be identified and allowed to fly 
with the airlines past age <0 («). At present, the Inter- 
national Civil Aviation Organiiatioo bee received s 
study recommendation that aO upper age limits be deist* 
ed from its standards OT). A ouaber of the member 
«wniriea ha ve no Federal upper age limits (for txan> 
Pk, Onaoa and Mexico) . In some, such as Orwat 
Bfitain. an age 60 limit applies only to the Captain. 
McFartand providaa cemin concepts concerning the 
me*m by which older persons cm be reuined in the 
work force by individual assecsments (49). 



CONCLUSION 
As illustrated in this paper, there is today no phyto 



logical. psyehopLystofogical, or medical justification for 
** Pitotru^Someoi uVmaTreV 

sons why this is so follow: 

1. US. morbidity and mortality dsu of 20 yean ago 
when the rea^ilatkin was aeas Mis l i a u V have inaX 
•d*cr*ra* for the better; 

1 U n<taidaaaiB>a i t a^ ei sw im Ti is j fec e s en uium. 

dadriieeofeepsiiu^sf^ 
3. Drernaakao>ances during the past 10 years b 



emdJe- 



ano many oaaer oauexnae; 

*aseeeandte*e>eiW><lrrjtf 

provide s powerful tool for health rattatonanotT^ 

detailed b/ormetion on a specific indivksuaTa 

P*flot " 



gendac Topathar with a lonsjtudmal rscord of per- 
formers a touIbJseoryandrtcord of r^ 
u*l'» capabiatiee are dearly defined and enable a 
r aas nn e rl decision osno s ns ln g future performance. 
By 19S0, the point waa weU paaaad for biomedical 
i—HW,ww, E^rsl sasrsnusli J 

airline pilots, irrespwetive of age, sswfthJn practical ivach 
ry^actualryisbei^practked 
today that are not subject to the rule 155) . IndsSstai. 
nation of the age 60 rule can only enhance afr3etyas 
companies will be able to continue utiUzim theadT* 
vanced skins and exparieace of tb^ 
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Prepared Statement of Captain Frederick A. Morse, Trans World Airlines 

n * me is , Fr< 4 erick A Morse and I am employed by Trans World Airlines as a 
747 Captain. I am being forced to retire on December 1, 1985, my sixtieth birthday, 
m accordance Section FAR 121-381 of the Federal Air Regulation unless the Feder- 
al Aviation Administrator grants me an exemption or quickly modifies the age 60 
ni"». I have applied to the Administrator for an exemption in accordance with FAR 

11, a copy of which is attached. I have also included copies of my blood and 
stress tests taken this month to support this testimony. These tests are not normally 
required by FAA, but are provided to indicate that I am physically qualified to flv 
and well in excess of FAA standards. J 

Jfcw^f* \ wu 5 ' /t^L 11 **? fc^JWn* for 40 years. These include 33 years 
with TWA, 23 with the U.S. Naval Air Reserve and a total of 24000 Hying hours I 
was also an FAA approved Flight Instructor and Check Airman for approximately 5 
years In addition to flying, I have been a member of the Airline Pilots Association 
for 33 years, serving as TWA MEC Grievance Chairman, Pilot member of the TWA 
bystem Board of Adjustment, local Council Chairman, and Aeromedical Chairman. I 
believe that this experience make me uniquely qualified to comment on the age 60 
rule. 

I believe the age 60 rule was made originally by well intentioned officials respon- 
siDle lor public safety In my opinion, there were four reasons for it; age, health, the 
transition to jets and economics. Back in 1959 the airline industry was only 35 years 
old and there weren t many pilots age 60. Military pilots could not fly combat air- 
craft beyond age 35 nor act as pilot in command past age 50. There was no pilot 
history for officials to use to determine how long it wouldbe safe foi an airline pilot 
to fly Today we have that history and experience, including 50 year old astronouts, 
o5 year old flight engineers and hundreds of pilots flying to age 60 Current statis- 
tics indicate a continuing rise in life expectancy, which reflect medical advance- 
ments and a greater knowledge of health, diet and exercise. So age 60 which might 
have been old is now "young" and experience of pilots flying to age 60 which was 
lacking is .iow available Therefore, age by itself, is not longer a legitimate reason 
for forced pilot retirement. 

The second reason, health, is also unrealistic. Pilots are the most health con- 
scious, health monitored professionals in the world. Our jobs depend on our good 
health. 

To safeguard the public, airline captains are required to take 2 FAA physicals 
each year including an annual EKG after age 40, some companies also administer 
their own more rigorous medical examinations. Our Union, ALPA, has its own med- 
ical department which provides the membership with the latest developments and 
techniques in health maintenance. In spite of these advancements, health problems 
do arise for pilots just as they do for the general population. However, the system of 
regular physicals required by the existing regulations insures medical deficiencies 
X* g? c A 0V L ered earl * before there i8 an adverse impact on safety. Once discovered 
the FAA has a system of exemptions for certain physical problems. Medical exemp- 
tions have been granted by the FAA to pilots with one eye, heart repair, high blood 
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pressure, and a host of other impairments that are rendered safe by a close-monitor- 
ing. Age is, however, omitted, but it could and should be included in FAA's list of 
approved exemptions. I am sure any pilot desiring to fly after this 60th birthday 
could also be willing to undergo more frequent and rigorous medical examinations. 

The third reason for the rule was pilot proficiency, which included the transition 
in the late 50's from piston aircraft to jets. 

Pilots have always had "check rides". Captains have 2 a year and co-pilots and 
flight engineers have 1. Few professions are subjected to the same degrees of career 
long checking as professional pilots. To compare early checking equipment anL pro- 
cedures is similar to comparing the first flight by the Wright brothers and todays 
Shuttle. Simulators today are highly sophisticated and have the capability to per- 
form all the manuevers the aircraft can, including fires, wind shears and electrical, 
engine, hydraulic and pressurization failures. Simulators are used extensively to 
recreate and thereby learn from most accidents. Today's flight instructors are also 
highly experienced and trained, and can easily determine the competence of any 
pilot, in both knowledge of line equipment and capability to use it. In addition to 
these checks, everyday line flying is also checking A captain I knew was found to 
have Hodgkins disease as a result of a report to management by the rl.ot flying 
with him. Finally the transition from pistons to jets has been accomplished, and 
most airline captains reaching age 60 this year have been flying heavy jet aircraft 
for 25 years. The means of assuring their continued capability to do so is available, 
and could be used to protect the public safety. 

The fourth reason the age 60 rule was adopted was economics, and in my opinion, 
it was the only reason, Union-Company agreements are such that the senior pilot 
flies the equipment of his choice. This meant that a senior pilot would choose jets 
and the return to a company from the investment in training a senior pilot on jets 
was insufficient. Also, if a senior pilot was forced to retire, a new pilot could be 
hired at a much lower salary thus saving money for the coir any. Also, at the time 
of the implementation of the rule, it was conceivable that a senior captain would 
not be capable of flying jets. In which case the training costs expended was a com- 
plete loss Today, however, every one flies jets and the problem is therefore solved 
before becoming a captain. The other economic consideration was the pilot union 
which in 1959 was practically all pilots, flight engineers belonged to a separate 
union. Although no poll was ever taken of its members, ALPA at first fought the 
rule tooth and nail. Pilots simply did not feel that their age was a factor nor did 
they want their means of livilihood removed. But in 1966, procedures were changed 
and flight engineers joined the pilots union, and they entered the progression from 
flight engineer to co-pilot to captain. Further, qualified existing flight engineers 
were trained and given the opportunity to become pilots. 

This eventually changed ALPA policy from fighting the age 60 rule to favoring it, 
as it meant that promotion to captain would occur more quickly. It remains that 
way today 

To summarize, there is no comparison in any area of the industry between today 
and 1959 The unknowns of 1959 are now known and the precise means of determin- 
ing the factors necessary for the safety of passengers travelling by air are available 
and used The Iocs of a pilot's age 60 experience is not in the interest of public 
safety in my opinion Everything I have learned in a 40 year career tells me that it 
is time for a rule change ft is an honor to appear before this committee. I fe« • very 
humble and proud, and I hope that my testimony will help in some small way to 
change the rule 



Hon. Edward R Roybal, 
House of Representatives, 
Select Committee on Aging, 
Washington, DC 

Dear Mr Chairman. Thank you for your support to change the FAA Age 60 Rule 
and your letter of October 22, 1985, in regards to the hearing held on Oct 17, 1985, 
by the House Select Committee on Aging. Many good airline pilots are having their 
employment terminated because of this antiquated rule The FAA Age 60 Rule 
serves no useful purpose The FAA even hires airline pilots over age 60 to work for 
them a.id give us check rides A few years ago, the FAA was allowing some United 
pilots over age 60 to fly a B-727 for the San Diego baseball team. 

My employment was terminated by this rule in August of 1982, as a B-747 copilot 
by United Airlines By court order, I was returned to my old career as a flight engi- 
neer in February 1983 I enjoy working as a B-747 flight engineer My health is 
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good. I completed a 3-day proficiency check ride in Denver on October 29th. The 
check pilot complimented us for doing a good job. I had an FAA physical in June of 
1985, and a Company physical in Oct 1985, both were good. I believe I am doing the 
best job for United that I have ever done. I believe this is the same story that you 
would hea /rom hundreds of airline pilots that are approaching age 60, and if they 
enjoy their work. I see many good pilots being terminated at age 60. 

It is time *o terminate this archaic FAA Age 60 Rule. United is very short of crew 
members anu the training center is overloaded. This will be true for many of the 
other airlines. Now would be a good time to change the rule, and I look forward 
with great expectations that within thirty days the doctors will have developed an 
"examination protocol" for those who desire to work after age 60 as a captain or 
copilot. 

I have reviewed the statement of Captain Henry Duffy, President of the Air Line 
Pilots Association which was submitted for the record. In my opinion, the reason he 
did not appear at the hearing was that his statements would have been different 
from what he put in the record. History would tell him that ALPA has in the past 
negotiated for pilots over age 60 to continue flying for TACA Airlines (Council # 58 
in New Orleans, La). He should look at his ALPA Policy Manual for 1967, page 77 
(copy enclosed). He knows that it is safe for pilots over age 60 to fly and it appears 
to me that he did not want to make these statements before the committee, because 
this would put him in bad standing with the younger pilots. The younger pilots 
would like to see the older pilots leave so they could have better paying jobs. Safety 
is not the problem. 

Will be looking forward to progress in terminating the Age 60 Rule. Thank you 
for keeping me posted 
Sincerely, 

L.F. Murphy. 

(Retirement Policy) 
Fixed Retirement Age for Air Line Pilots 

The Association strongly opposes any air line, government agency, or person arbi- 
trarily setting a retirement a^e. A pilot of any age should be permitted to continue 
to perform the duties of an air line pilot so long as he is able to meet the established 
standards for a scheduled air line pilot. {Board 1950.) 

Negotiation of Company Retirement Plans 

The Association deems pilot retirement as a proper element of pilot compensation 
and as such is a valid objective and subject for negotiation and incorporation into 
collective bargaining agreements between the pilots and respective air line carriers. 
(Board 195U 

Retirement Policy and Principles 

The principles embodied in the report of the advisory committee on retirement, 
*vhich reported *o the Board of Directors at its 1954 Convention shall constitute the 
guide for the President and officers of the Association and for member air lines of 
the Association in resolving retirement problems for pilots. 

Although reasonable and sound deviations from this program may be permitted 
in specific instances by member air lines and the President of the Association, nego- 
tiation of retirement programs to cover air line pilots shall substantially conform to 
the principles enunciated in this report. (Board 1954.) 

Pilot Aging and Retirement 

Association policy on pilot aging and retirement include consideration of the fol- 
lowing provisions* 

(1) An air line pilot carrier should provide the pilot with a standard of living 
over his entire lifetime which is commensurate with the high standing of his 
profession 

(2) It is desirable to keep the pilot flying as long as he can do so safely and 
efficiently 

(3) A pilot should be able to retire prior to normal retirement if he so desires, 
rovided however that there should also be a positive financial incentive to 
eep Hying until his normal retirement age. 

(4) The Association should continue its past policy of not recognizing a com- 
pulsory retirement age for pilots which is not supported by valid statistical 
data. 

(5) Because of individual differences between chronologic 1 age and physiolog- 
ical or functional a#e, if must be recognized that any chronological age agreed 
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upon will be some sort of an average, and pilots at both ends of the scale should 
be given consideration. (Board 1956.) 



Trans am erica Airlines, 
Oakland, CA, August 26, 1985. 

Hon. Edward R. Roybal, 
Chairman, Select Committee on Aging 
Washington, DC. 

Dear Mr. Roybal: Transamerica Airlines wishes to support the efforts of those 
who wish to modify or change the FAA age 60 rule. 

It is the feeling of this airlines that, given adequate medical examination, most 
pilots will be found to be medically qualified to flv in airline operation after age 60 
An long as there is no restriction on the use of pilots after age 60 in terms of types 
of scheduling and the like, Transamerica Airlines heartily endorses the concept and 
tJie efforts of those i .10 wish to revise or change the rule, and will be supported by 

The incidents of medical disqualification of pilots at this airline occurs at an aver- 
age age of 51. Of the 86 pilots and 6 flight engineers who have retired from Trans- 
america Airlines in the last five and one-half years, only one has died. Many of the 
pilots who have retired from our company have continued their flying careers with 
foreign airlines. These pilots who are forced to retire at age 60 are, in our view, 
capable of continuing in their positions in almost every instance. Our airline Las 
significant investments in these pilots in terms of training, and they offer the great- 
est level of experience in our pilot work force. It seems to Transamerica Airlines 
that an appropriate medical protocol for exemption from the age 60 rule or modifi- 
cation to the age 60 rule, based on advances made in medical science and technology 
over the last several decades, will show that these pilots are capable of continuing 
their responsibilities with the airlines of the United States. 

Should you or members of your stair wish to talk to me, I will be happy to do so. I 
will be the spokesman for Transamerica Airlines in regard to this subject. 
Sincerely, 

H.L. Neff, 
Vice President, Flight 



Jennings, OK, October 11, 1985. 

Hon. Mike Synar, 

Select Committee on Aging, 

House of Representatives, Washington, DC. 

Dear Mike: I understand that the Select Committee on Aging has tentatively 
scheduled a hearing for Thursday, October 17, 1985, at 10:00 a.m., to consider what 
action, if any, the Congress should take concerning the FAVs so-called "Age 60 
Rule for Commercial Airline Pilots." I would like to give you my views on this 
matter. 

I was a pilot with Trans World Airlines for 35 years; and for 33 of those years, I 
served as a captain. I commenced my airline career (after having been a Navy pilot 
for 5 years) flying Douglas DC-2s ("Giant Silver Airliner Takes the Skies*— the 
headline in the Los Angeles Times, for this 14-passenger, 150-miles-per-hour air- 
liner). And, I closed my career flying the Boeing 747—1 was the 6th TWA line pilot 
to fly this plane when it started service in 1970. 

On May 20, 1974, I was retired ("fired") simply because I bed reached age 60. I 
believe that all knowledgeable men realize that airline flying ifl a judgment factor; 
and should not everyone s judgment continue to improve with experience? I should 
like to honestly tell you that I believe the best flight that 1 flew during my first 
year as captain 0941) was as well flown as the worst flight that I flew the last year 
BUT I don't believe that it would be a true statement. 

I was 71 years old the 22nd of May, 1985 and have just completed a very exhaus- 
tive routine health examination (including a stress cardiogram) at one or our Na- 
tion s leading medical clinics and the examining doctor started our "debriefing 1 ' by 
sayiro "There are lots of 30-vearolds that wish they were in as good condition as 
you —blood pressure— 115/68; cholesterol— 170: vision— 20/30 (uncorrected); etc. I 
asked, "How long do you expect that I will live?* ' The answer, "Somewhere between 
5 minutes and 30 years!" We don't know how long we will live, do we? That is one 
of the main reasons, starting back in the early '30s, that we had a copilot— to "take 
over" should "something happen to the captain." And, as you already know, on the 
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planes that I flew at the end of my career, we had 2 extra pilots to "help the cap- 
tain, if necessary." 

Most members of Congress do an extensive amount of flying. I should think they 
would feel more comfortable in the hands of older pilots, supposing those pilots had 
passed their physicals and flight checks. 

I feel that our Country has unfortunately drifted into a routine of settling some of 
its most important problems, purely on a basis of existing pressures and that's "sure 
too bad!" Me? I just want to see done what is beat for the Country I love. If I had 
the chance, I would not choose to return to the cockpit; but I would feel very com- 
fortable with some older guy at the wheel, provided he had passed his checks as 
mentioned above. 

If there zre any questions that you, or any other members of your Committee, 



P.S. As to the argument— "Make room for the younger guys," we should not think 
of the airlines, where so many lives are at stake (your life included) as a "welfare 
agency"— we have many other agencies that provide for the needy! 



Subject: Biographical Information on Harry S. Owen. 
Age Sixty Exemption Panel 

Chicago, IL 

Born June 30, 1924 at Rotan, TX (W-sterr. part of State). Divorced; One adopted 
Daughter (Donna Owen: In College majored in music. Works in Entertainment field. 
Partner in own band, Song writer, and performs as Vocalist.) 

Had a very early interest in Aviation. Started taking flying lessons in Late 1930s 
(Parker Flying School, Sweetwater, TX). While still in High School, soloed in 1940 
on 16th birthday. 

After completing High School in 1941, enrolled at Parker Flying School for com- 

Rlete course in Flying. Worked at R.A.F. Training Centre, Sweetwater, TX, in Line 
laintenance while continuing flight training at P.F.S. 

Completed flight training at P.F.S. and was accepted at Army Air Corp. Central 
Instructors School at Kelly Field, TX. completed C.LS. at Kelly and was certified as 
Military Flight Instructor. This certification allowed me to instruct in any Army 
Air Corp. School (the age limit was waived down to 18 yrs of age). This enabled me 
to be the youngest flight instructor in WWII. 

After instructing 8 classes of cadets, was released to join Fifth Ferry Group at 
Love Field, TX as a civilian Ferry Pilot. Worked as Ferry Pilot, delivering many 
types of airplanes all over the USA. 

Attended the Air Corp. Advanced Multi-Engine Instrument Training School at 
Randolph Field, TX. After completing this school as a civilian I accepted an Ap- 
pointment as an Army Air Corp Officer and was given winfis as a military Pilot. 

Was then sent to 7th Ferry Group at Great Falls, Montana and Ferried airplanes 
to the Russians through Canada and Alaska. 

In 1944 went to and completed the Advanced C-47 Instrument School (Hump 
Pilot School). 

I then took delivery on *? new 047 at a factory in Oklahoma City and flew it to 
Myitkyina, Burma and formed the 1348th AAFBU. 

Flew 137 round trips across the Hump to China— then back to Dum Dum and flew 
Captain on a military Airline (Harry Howtons Airline) for the China Burma, India 
Theater. 

Then I was attached to the OSS and operated in Bankok, Saigon, Singapore, Bata- 
via, and Java. 

Went back to the USA and MATS Pacific Division until 1948. Then I went to 
work for Commercial Airlines in Early 1948. In late 1948 was recalled to the Air 
Force to fly the Berlin Airlift. Went to C-54 Recurrent Training at Great Falls, 
Montana. Then to Celle, Germany for full tour on the Berlin Airlift. In 1949 was 
released back to commercial airlines 

In 1950 was recalled to the Air Force to fly Korean Airlift. Flew Air Evact. out of 
Kelly Field. Then to Japan as 315th Air Division Flying Safety Officer. From that 
job was selected to fly the United Nations Supreme Commander. Served Generals 
Matt Ridgeway and Mark Clark in that position. Completed Korean tour and went 
back to the Airlines. 




o try to answer them. I would even 
you see "how senile I am not!" 



AbxieJ. Nixon. 



Dallas, TX. 
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Flew for Delta Airlines until FAA forced retirement on July 1, 1984. 
Flew Captain on (DC-3-4-6-7-9) Curtia C-46, Convair 440, Lockheed Constella- 
tion, Boeing 7^7, Lockheed L-1011, and L101 1—600 international Aircraft. 
Flew out of Dallas, TX for most of career. 

For 6 months flew Atlanta— London and Atlanta— Frankfurt run. 

Trained and operated all of the latest navigation computers. FMS— Flight Man- 
agement System, INS— Omega and Loran Co. Navigation Systems. 

Certified to fly lowest minim urns available to any airlines. CAT III B.— 0 ceiling 
and 300 Ft. Visibility. This is a complete computer approach and landing. Pilot only 
takes airplane after complete stop on runway. 

Last trip on airlines was Frankfurt to Dallas, TX, June 1984. 

Military Aircraft Flown: 6,080.00 hours. L-4-5; PT-17, 19, 22; BT-13, 15: AT-6, 7 
9, 11, 17; T-28; P-39, 40, 63; A-24, 25; Lockheed Hudson and Constellation; C-46, 47 
54. B-17, 18, 25, 29. 

Civil— other than airline: Curtis Pusher, OX Robin, Line. Page, COB F-2, 3, 4, 
Aeronicas, Porterfields, Swift, Luscombe, Mooney, Stiiuon, Navion, Ercoupe, Waco 
Cabin Biplane, Culver, Howard, Stag. Wing Beech, Ford Tri-Motor, Fairchild, Beech 
Baron, Cessna-170, 172, 180, 182, 210, 310, Piper Seneca, Jetstar, Lear Jet 23. 

Ratings- (1) Airline Transport Pilot; (2) Flight Engineer Rating; (3) Flight Instruc- 
tor; (4) Commercial-Single and Multi Engine Land. 

0 Mrtitary Flying Time, 6,080.00 hours; Civil Flying Time, 26,820.00; Total, 
32,900.00 

Awards: 5 Battle Stars, Berlin Lift Medal, 5 Air Medals, China Freedom Medal, 
DFC. 

Physical Activities: Ride Bike, Walk, Power Walk (Race walk with weights), Play 
Racquet Ball, Lift Weights 2 to 3 times per week, Ride Motorcycle. 

I believe what makes me woll suited (or any other Pilot) to continue as an Airline 
Pilot after age 60 are the following: 

(1) Mental and physical discipline and a positive attitude are the most important. 

(2) Keep current FAA First Class Medical. 

(3) Maintain and listen to your body 

(4) Keep up with the advances in medicine and have a doctor that does the same 
Stop what you know is bad and start what you know is good for you 

(5) Keep your mind and body very active. 

(6) Fly Airplanes I also fly radio-controlled models. It's fun, good for your eyes 
and reflexes, and you have to think faster than with a real airplane. 

(7) Look forward to your next flight as Captain on your airline, but be realistic, 
and only look forward. to being a passenger on a space flight before you fade away. 

Capt. Harry Owen. 



Pilots Rights Association, 
Washington, DC, October 11 1985 

Hon Edward R Roybal, 

Chairman, The House Select Committee on Aging, Washington, OC. 

Dear Mr Chairman. Pilots Rights Association appreciates the privilege of sub- 
mitting the following comments for the record of the Hearing being held on Thuiv 
day, October 17, 1985 into Age Discrimination and the FAA's Age 60 Rule. i'/e com- 
mend you and the Committee for investigating this heinous rule, and in your at- 
tempts to eliminate age discrimination in employment wherever it occur? in Amer- 
ica 

In 1959, the Federal Aviation Administration (FAA) promulgated the A^'e 60 Pule 
for commercial airline pilots on questionable evidence. The research projects re- 
viewed by the FAA are flawed in that they were either not applicable to airline 
pilots in 1959 or are outdated by today's standards. 

Even the 1980-81 study conducted by the National Institutes of Health (NIH) at 
the request of Congress has been outdated by research that has continued since that 
time. 

The safety record of the commercial airlines is one to be envied by all industries 
It is, however, not attributable to any single factor, but to a complex system of 
many factors and to the continued efforts to improve. For anyone to suggest things 
should remain "status-quo" is to say we should ignore ways to provid ; even safer air 
transportation to the traveling public. 

Had the airline industry adopted such a position fifty-years age, we would still be 
flying DC-3 aircraft at 150 miles per hour. We would not be able to span continents 
and circle the globe in a matter of hours, and much of the growth . • the airline 
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industry and other industries could not have taken place. Business could not con- 
duct itself as it does, and certainly, we could not have rapid transportation for life- 
saving and business necessities we have today. One wonders what our defense 
system and the condition of medical science would be like if the nation had adopted 
a "status-quo" position in those areas fifty years ago. Certainly, we would be a bi- 
lingual nation, but the languages we speak would be German and Japanese if we 
had taken that attitude 

"Status-quo" is unacceptable in an industry which depends on progress and mod- 
ernization. It is not accepta^e when newer and better technology gives us the 
means of making the end product even safer. 

By present practices, the FAA does not deny a pilot the right to exercise the privi- 
leges of his/her airline transport pilot (ATP) certificate. They simply deny the pilot 
the right to use that certificate in scheduled airline— Part 121— operations. The 
FAA's Medical Department will grant a First-Class medical certificate to a pilot if 
he/she passes all the requirements for that certificate. By the same token, the 
FAA's Flight Standards Department will allow the pilot to exercise the privileges of 
the ATP certificate if he/she has demonstrated the ability to fly the aircraft in 
which the pilot is certified- In other words, there is no age limit requirement for 
medical or proficiency and competence. The catch is that a pilot may fly a B-747, a 
DC- 10, a L-1011, a B-767, a B-727 or any other aircraft, being used by the sched- 
uled airlines, within the United States or anywhere else in the entire world, but he/ 
she cannot do so in U S scheduled airline operations. 

If, as the FAA contends, there is no test that can be used to determine which 
pilots over age 60 could continue flying, then the examination it uses to evaluate 
pilots under age 60 is also not adequate to determine which of those pilots should be 
allowed to continue flying without jeopardizing safety. 

If there is no such test, then a large segment of the medical community has been 
fooling a lot of people for many years. The United States Navy has had an on-going 
study of pilots since 1940. In that study, the Navy evaluates pilots on a continuing 
basis The Framingham Study has been evaluating individuals for over three dec- 
ades and is now beginning to test off-springs of the original subjects. The National 
Institute on Aging (NIA) has sponsored the Baltimore Longitudinal Study for over 
twenty-five years. They continue to evaluate individuals with a high degree of accu- 
racy The Department of Health and Human Services (HHS) is sponsoring a six year 
national study called "Multiple Risk Factor Intervention Trial" which is costing 
over $12,000,000 annually. The United States Air Force continues research into cor- 
onary heart disease (CHD). Colonel Rufus M. DeHart, head of this research says, 
"There are a number of teste available to detect CHD in asymptomatic patients." 

Hundreds of millions of dollars, even billions of dollars are spent annually on 
every conceivable research project which requires the evaluation and monitoring of 
individuals. Thousands of these programs show conclusively that we can and do suc- 
cessfully test the individual. 

Admittedly, no evaluation system can offer a one hundred percent guarantee. 
Nothing in life has a one hundred percent guarantee except that death is life's end 
result. Therefore, we must all accept some element of risk in every regime of life. 
What is logical is to reduce the level of risk as much as possible and make further 
improvements as they develop. 

In the case of aircraft certification, the FAA has recently authorized the use of 
two engine aircraft for non stop flights across the North Atlantic as long as those 
aircraft are operated within IzO minutes of a suitable landing field at all times. 
With the uncertainty of weather conditions over a long period of all time— particu- 
larly across the North Atlantic— prudent flying requires alternate airports outside 
any weather system. In this case, the planned alternate for operations with a failed 
engine, which might have been open or available at ti*e time of take-off, could be 
closed or unavailable, because of rapidly changing weather conditions when the 
emergency actually arises. This, the FAA believes, is perfectly safe. 

In the case of medical recertification of pilots, the FAA has accepted the ability of 
medical science to reUablv test pilots who just a decade ago would have been consid- 
ered absolutely uncertified—--" Bcause they had suffered such conditions as myocar- 
dial infarction, coronary artery by-pass surgery, strokes, alcoholism, drug depend- 
ence, psychoses and a mvriad of other cardiovascular and psychological conditions. 
Today, however, the FAA has recertified hundreds of such pilots even though there 
is a substantial failure rate among those recertified pilots. 

According to the President of the Airlines Medical Director's Association, "We 
could be faced with an international B-747 with as many as sixteen bypasses in the 
same cockpit, or we could have an intercontinental 1011 or DC-10 with four post 
stroke cockpit crewmembers." He also said, "Imagine the captain just mentioned 
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flying with a first officer who has either a cataract or has lost his right eye. The 
flight engineer panel normally blocks the third seat view on the rigtht. Thus, we 
can have a 747 with no one in the cockpit able to see out the right side of the air- 
plane. 

Some further thoughts worthy of consideration are in the area of the FAA's medi- 
cal examination presently given to airline pilots. The FAA does not require a risk 
factor assessment. According to the NIA and the Aerospace Medical Service Center 
at Brooks Air Force Base, risk factors are important as highly predictive of the pos- 
sibility of developing CHD. 

According to these sources, hypertension (high blood pressure), elevated serum 
cholesterol and cigarette smoking are particularly dangerous risk factors. One of the 
three in an ind» idual doubles the risk of CHD, whereas the presence of all three in 
an individual increases the risk tenfold. The FAA allows pilots over age 60 to have 
blood pressure of 160 mm/hg systolic over 98 mm/hg diastolic. The American Heart 
Association considers normal blood pressure to be 120 mm/hg systolic. Gordon and 
I*?yine consider blood pressure of 140 mm/hg systolic as borderline hypertension 
and 160 mm/hg nystolic as definite hypertension. 

The FAA does not test a pilot for serum cholesterol and does nothing if a pilot 
smokes, whereas the most frequently cited statistics support a 70% increase in 
death rate and a threefold to a fivefold increase in the risk of CHD in men who 
smoke one pack of cigarettes per day. 

Mortality from CHD is 4.5 times higher in diabetic men 15-44 and 6.4 times 
higher in diabetic women than it is in nondiabetic* The FAA does not disqualify a 
pilot if .lis/her diabetes is controllable by diet and exercise. 

Genetic factors are also important. A higher incidence of CHD is present in indi- 
viduals with A, B or AB blood type, and a positive family history of CHD is a signifi- 
cant risk factor, and yet the FAA does not consider either of these conditions. 

The sensitivity of the Double Master's Exercise Test (Master's Two-Step) is consid- 
erably greater than a resting electnx»reUograra (ECG), and a treadmill exericse 
stress testis twice as sensitive as the Master's Two-Step. The FAA only requires the 
resting ECG for pilots over age 40, even though the test is considered relatively in- 
sensitive for detecting latent CHD in asymptomatic persons. 

With all this in mind, and the airline industry facing a serious shortage of quali- 
fied replacement pilots. It is time to abolish the Age 60 Rule for the vestige of age 
discrimination in employment it really is. 

Pilots Rights Association again thanks the Chairman and the entire Committee 
for coming to grips with this matter. We are available to assist the Committee mem- 
bers in any way possible. Thank you. 



Rep. Edward R. Roybal, 
House of Representatives, 
Select Committee on Aging, Washington, DC. 
Attn: Mr. Jack Young. 

m? 1 ** 8 ;* 1 801 P 1 ^ 111 ^ employed by Eastern Airlines as a First Officer on the L- 
1011. Mv age is 43. 1 was a member of the EAL ALPA Age Sixty Committee in 1979. 

I would like to go on record as opposing the age sixty rule. I think it is unfair, has 
no medical validity and is outright discrimination. 

I would like to point out to this Committee that there are already pilots flying 
past the age of sixty and carrying people for hire under FAR Part 186. They have 
been doing this for years to the detriment of no one. They are doing this with no 
increase in violence either medically, mentally or physically in the form of addi- 
tional checks. I would like to cite the case of a good friend of mine, Lew Carlisle, 
who flew the Los Angeles Dodgers baseball team until he was 69 years of age, when 
he was unfortunately killed in a bus accident 1 have no doubt he would still be 
flying the team if it wasn't for his unfortunate death. The ownership of the Los An- 
geles Dodgers, entrusting their team, worth millions, to a man of Lew's age, speaks 
well for the abolishment of the age sixty rule. 

I would like to address several arguments used in the past against a change in the 
age sixty rule. People seem to be concerned about how the change will come espe- 
cially concerning retirement benefits. I think the change should be slow and order- 
ly, perhaps a year at a time. Retirement could be handled the way it is presently 
f l and . bv Eastern Airlines for those retired Captains who are returning as 
Flight Engineers. That way those who wish to go at sixty can do so without being 
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I em sorry I cannot attend the hearings in person at thi& time. I need a little 
more had time If I in be of any help in the future, please call en me. My phone 
number is 305 667 0601. 
Sincerely, 

John F. Pubgar 



The Pennsylvania State University 
College or Human Development, October 1, 1985. 
Congressman Edward R. Roybal, 
Chairman, Select Committee on Aging, 
House of Representatives, Washington, DC. 

Dear Mr. Roybal: Thank you for your letter of September 30, 1985 inviting me to 
prepare a statement for the record for your hearing into the Federal Aviation Ad- 
ministration (FAA) Age 60 Rule for commercial airline pilots scheduled for October 
17, 1985. As you requested, I will address my comments specifically to the i* sues 
regarding the feasibility of allowing commercial airline pilots to continue their 
flight responsibilities past age 60 under an appropriate testing program. 

Let me call your attention first of all to the fact that the contention by the FAA 
that tht v er* not aware of any tests that c*;i be given to an individual to determine 
whei^er *hey can minue tc fly after age 60, if taken seriously, would c m+ serious 
doubts upon the vanity of 'he FaA's current flight certification procedures. The 
study by the National Academy of Medicine that was reviewed with additional hear- 
ings by t)ie NTH pr^c^al committee on Commercial Airline Pilot Retire ?nt clearly 
iidicp *d that age 60 had no special significance as a guidepost for v^e-related 
changed that might be predictive of pilot competence. Consequently, if ■ .ie present 
procedures are indeed judged to be satisfactory to protect air safety, then they ought 
to be equally appropriate for determining which pilots might be qualified to contin- 
ue their responsibilities. 

The FAA is absolutely correct, however, in stating tht we do not now have any 
data to inform us whether thes* procedures are equally valid for pilots over age 60. 
In fact, we will never have such data as long as the FAA svstemically refuse*} tc 
develop or sponsor the development of procedures that will allow a limited trial to 
offer waivers of the Age 60 Rule to carefully selected commercial airline pilots who 
wish to extent their work life beyond age 60 The development of such procedures is 
eminently feasible, and a broad design for a safe approach was offered by the MH 
special committee that would h re rv jived monitoring; e ' Had pilots' physical and 
cognitive functions from age »7 or o % and then granting waivers on a one-year or 
six-months basis for those individuals whose functions had remained stable. 

As far as I know, there have not been any commercial aviation accidents that 
have been attributed to the simultaneous physical incapacitation of two members of 
the cockpit crew. Indeed, the pi ~bability of stroke or heart attacks occurring simul- 
taneously to two persons would be extremely low even at quite advanced ages. Cur- 
rent medical assessment procedures used for pilots below age 60 are likely to be 
quite adequate in screen ingout individuals at above average risk on an individual 
D9*i£ at older ages as well. The real issue with respect to air safety then seems *x> be 
the rinks due to pilot error. In this regard, there seems to be a suspicion that age- 
related changes in cognitive function and sensory capabilities may impair the com* 
petence of older pilots. 

Cognitive ability dimensions, high levels of performance on which appear to be 
particularly relevant to the avoidance of pilot error, would seem to inc ,n ?c the abili- 
ties of Indue' ive Reasoning, Spatial Orientation, and Perceptual Speed. In addition 
measures of intellectual flexibility might also be usefr*., as would be more detailed 
evaluations of the auditor;* and visual systems (with respect to dimensions such as 
hearing loss within tV«e range of audible speech, peripheral vision, and speed of 
visual accommodation, than are currently provided in the standard FAA physical 
examination. 

While we obviously dc not ha ye data on the cognitive functioning of commercial 
airline pilots over age 66, e do have substantial data bases on highly reliable meas- 
ures of cognitive perform*, .ce for general population samples. Studies that I have 
conducted on such samples bhow that although there are significant average decre- 
ments in performance past age 60, such decrements do not affect ail or most per- 
sons. Over the age range from 60 to 67, for example, decrement was found in less 
than one third of the persons followed *wer a seven-year period. It has also been 
found that decremental changes occur with particularly low incidence in individuals 
who are in good physical health, have high incomes, have flexible life styles, and 
lead stimulating lives; all of which characteristics are quite descriptive of most 
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^wf° mmer - ,al a,r,m f P 1 ' 0 * Unless an individual suffers serious physical inca- 
pacitation or is prevented from practicing the mental skills measured by these 
tests, possible a*e-relnted changes occur at an extremely slow pace. Some well-func- 
tioning older individuals, although they show some decline, may u .jin well ab ,ve 
the average level of younger persons, because they started out at performance levels 
that may have been well above the minimum level required for adequate job per- 
formance. The ability teste useo in our studies have been evaluated over several dec- 
They are highly reliable both on a group and ^dividual basis (see references 
L en below;. 

In view of the fact that normal aging changes in cognition and sensory function 
are quite small and proceed at a very slow pace in most healthy individuclr during 
the seventh decade it would seem to be quite feasible to detect abrupt changes that 
might signal seriois dec lines via annual examinations. Such examinations could be 
required in addition to the current assessment procedures mandated by FAA for all 
pilots. It would, of course, be useful to collect cognitive ability data for active com- 
mercial airline pilots to determine averages and ranges to establish nornative data 
that could be used as performance minima. Such a strategy might permit us to de- 
termine whether selected older pilots have remaining reserve capacity even though 
they have experienced some age-related decline from an earlier level of functioning 

A more immediately implementable and useful strategy, that would in my judg- 
ment be even safer, would directly address the question whether an individual pilot 
has shown significant drop in his cognitive functions that might impose a risk of the 
possible dimunition of that pilots continuing competence. This strategy would in- 
volve determining a base line level over at least three assessment pointTsay at ages 
58, 59, and 60. A waiver for one year could then be safely given to those pilots who 
have remained stable over the past three assessment points. The waivv ?ould then 
be extended further on an annual jasis for those pilots whose functional levels con* 
tinue to remain stable at successive ^ assessment points. Implementing such a pro- 
gram would permit us to collect safely the very data, the absence of which now 
ff TuH 9 ^ m ^ W ? 3 !° f P^d 1 ^ adequate procedures for grantng exemptions 
to those commercial airline pilots who maintain high levels of competence and 
standards of performance as they reach age 60. 

I "ery much appreciated the opportunity to comment on th-se issues and hope 
that your hearings will be helpful in breaking the impasse over changing the Are 60 

nr^m fW H * * , FAA * im P lement « <*nd thoughtful wiivei 

pilote 1)088 to extend the work life of competent senior 

Sincerely yours, 

K Warner Schaie, 
Professor of Human Development and Psychology. 
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Eastern Ai runes Inc., 
„ „ Miami, FL, August 27, 1985. 

Hon Donald Enge*; 

Administrator, Fed,- . / Aviation Administration. 
Washington, DC. 

Dear Admiral Engen: I have long believed that the FAA's Age 60 Rule should 
not apply to pilote «/ho arr healthy and capable of continuing Airline service My 
experience over the years reinforces my belief that it is a w,<*ste of human resources 
and a loss to the airline industry to subject our most experienced pilote to an arbi- 
trary age cutoff. 

I appelate your responsibilities in this area and I realize that you have inherit- 
ed a longsteuv AA policy, but the Age 60 Rule is the king of reguktion that 
has lost ,te va if in fact, it ever was valid. Considering the advances in medi- 
cine and technology we have seen since the rule went into effiect, in my view, the 
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rule should be abolished As a starting point, qualified pilots should be given exemp- 
tions from the rule. 

A prime candidate for an exemption is William Fcrmato. Bill is an L-1011 Cap- 
tain with Eastern who has served the company for almost 30 years. I have known 
him professionally for many years, and he is one of the best. Bill will turn age sixty 
in October of this year, and I understand he is taking steps to petition so that he 
can continue in Eastern's service. 

Kindest personal regards, 
Sincerely, 

R J. Shipner, 
Vice President, 
Flight Operations and System Chief Pilot 



Toronto, Ontario, November 14* 1985. 

Hon. Edward R. Roybal, 
House Select Committee cn Aging, 
Washington, DC. 

Dear Senator Roybal: The enclosed information may be of some help in your 
continuing efforts to end age discrimination against airline pilots. It is a copy of the 
results of an extensive medical examination I underwent at the Mayo Clinic in 
Rochester, Minnesota, in July 1981 which Jack Young has requested I send to vou. 

Dr. Early Carter, of the Mayo Clinic, arranged the tests, the results of which 
helped me to get an injunction in the Ontario Supreme Court. This injunction al- 
lowed me to continue flying as a pilot for five additional months after my 60th 
biHhday, the compulsory retirement age used by Air Canada, my employer for 37 
years. 

Subsequently, the pilots' union in concert with Air Canada was successful in over- 
turning the injunction in a higher court; as a result, my employment with Air 
Canada eroded on January 19, 1982. You will note in the Mayo Clinic Medical Report 
that Dr. iS. Carter states: u . . . Accordingly, no evidence for underlying abnormality 
which would be disqualifying for pilot duties was disclosed . . .". 

There is no law in Canada requiring airline pilots to retire at age 60. Indeed, 
many smaller airlines employ pilots well into their 60's. Nationair, i'or exaroplt has 
five captains who are over age 65 currently flying DCS son international rout t. As 
well, Nordair and Transair have also employed captains over age 60 in the pati.. Air 
Canada and the larger airlines, who beloi^ to the Air Transportation Association of 
Canada, have a policy of age discrimination forcing their pilots to retire at age 60. 

ftiay I wish you the very best in your endeavours to end age ^"crimination 
ag~ nst senior employees with bona fide job qualifications requiring demonstrable 
medical ana physical proficiency. 
Yours truly, 

R. R. Stevenson. 

Enclosure. 

Mayo Clinic, 
Rochester, MN, July 15, 1981. 

To Whom It May Concern: 

The following constitutes a summary of the comprehensive medical evaluation ini- 
tiated on Mr. Roderick Ross Stevenson on July 13, 1981. 

Clinical interview failed to reveal any evidence for significan* complaints. To be 
sure, he had a tendency for a modest seasonal allergic rhinitis manifest in the 
spring and the fall. His symptons had diminished over the years and he has utilized 
no treatment for over ten years nor has he had to lose any time from work. No 
history for asthmatic features, urticaria, or other systemic allergic disorders. 

This pilot renains active physically, has never indulged in alcoholic beverages or 
tobacco and hs* avoided obesity. 

On physical examination he was 70 inches tall, weighed 161 pounds, had a tern 
perature of 98, plus of 58 (full and regular), and blood pressure 100/64 left and 104/ 
60 right. General physical examination was entirely satisfactory in particular there 
being no abnormalities with respect to the cardiovascular, pulmonary, musculoskel- 
etal, or central nervous system. 

Examination by the Department of Ophthalmology revealed 20/20 vision bilat- 
erally for distant function with a fully corrected presbyopia. Intraocular tensions 
were normal, er«ra ocular muscle action was normal, and color vision was entirely 
satisfactory. 

An audiogram revealed satisfactory hearing acuity throughout the entire frequen- 
cy tested bilaterally. 
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The following laboia Dry studies were obtained and found to be within normal 

i«^*f eCt i r0C ? rdl 2 gram ' chest ?" ray ' routine "Analysis including miscroscopic ex- 
amination leukocyte count, erythrocyte count, hemoglobin, red blood cells indicate 

JSSLf ♦ C ° Unt ' .^? le8ter&1 tr jlyceridet (66), and also the following blood 
chemist, .es were within norma! limits: sodium, potassium, calcium, phosphorus, 
pn *ins, glucose, alkaline phosphatase, SGOT, quantitative bilirubin, uric acid and 
create .ne A lung function screening test revealed a normal vital capacity «nd a 
maximum midexpiratory flew with normal limits 
His blood type was O Rh + 

On July 14, 1981, an exercise electrocardiogram utilizing the Bruce protocol was 
accomplished. This revealed no evidence for ischemic heart disorder, dysrhythmia 
or other heart abnormalities. J J 

A copy of the psychometric studies is attached. It will be noted that there Is no 
indication of disturbance in emotional characteristics, disturbanc in intellect, and 
so lorXii 

According! /, no evidence for underlying abnormality which would be disqualifying 
for pilot duties was disclosed. 

Earl T. Carter, M D„ Ph D. 

Enclosure 

Psychology—Mayo Clinic— Rochester, MN 
Name- Roderick Stevenson, Age: 59 years 
16 T pF te MMPi ni8tered: Wechsler Adult Intel,i * enc e Scale, Wechsler Memory Scale; 

a JttJS^ ^ !r * S i^ en r 8 ° n i Wa l p,ea ^ nt «oi»™«ve during the examination 
and interview. He talked freely about his history with Air Canada airlines and nis 
concern over continuing to flv after age 60. He has completed a high school educa- 
tion and has some college training. 

The Wechsler examination yields a Verbal Comprehension IQ Equivalent of 111. 
The Performance IQ is 125. Obviously the latter score indicates a superior perceptu- 
al motor functioning. There are no areas of deficiency. Mr. Stevenson works rapidly 
and efficiently and his eye-hand coordination is excellent 

Selected subtests of the Wechsler Memory Scale indicate memory functioning 
commensurate with his general intelligence. I feel he is very adequate in both 
recent and delayed memory. 

Neither the Minnesota Multiphasic Personality Inventory nor the 16 PF test show 
any evidence of significant psychopathology. Mr. Stevenson sees himself as emotion- 
ally stable and has greater than average confidence in himself. There is no evidence 
of depression. There is no evidence of hypochondriacal concern. He conforms reason- 
ably well to social codes and customs of society. 

I feel there is nothing in this examination to contraindicate his ability to continue 
flying J 



[Western Union Mailgram] 

Richmond, MO, October 16, 1985 

Hon Ldward Roybal, 
Washington, DC. 

Flying schedule prevents attendance at your hearing October 17. Believe prei^nt 
age 60 rule is primitive and arbitrary. Should be replaced by state of art flexible 
means of safeguarding public safety 

Capt John Testrake, 

TWA. 



Prepared Statement of Clarence Thomas, Chairman of the Equal Employment 
Opportunity Commission 

I am Clarence Thomas, Chairman of the U.S. Equal Employment Opportunity 
Commission (EEOC). The Commission is responsible for enforcing, among other 
laws, the Age Discrimination in Employment Act (ADEA) of 1967, as amei ded a 
Federal statute which prohibits employment discrimination against persons 40-70 
years of age. 

The Subcommittee has requested the EEOC's position regarding the continued 
n ?7 °L the ^ Fede f al . Aviation Administration's age 60 rule for commercial airline 
pilots. The Commission, as a body, has not addressed the issue of whether the Feder- 
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al aviation rule is necessary; and therefore, EEOC has not issued a decision on this 
issue 

However, the Commission is quite concerned about the issue of arbitrarily estab- 
lishing maximum age limitat ons upon certain jobs. 

Under the ADEA, employers are prohibited from placing maximum limitations on 
their employees unless the employer can establish that the age limitation is a bona 
fide occupational qualification (BFOQ) reasonably necessary to the normal operation 
of the business The lav provides a test in which the rights of older workers are 
balanced against the needs of the employer and the public interest. In the context of 
jobs which affect the safety of other persons, an age limitation can be established as 
a BFOQ if the employer can show the following elements: 

1 That the age limitation is reasonably necessary to the essence of the busi- 
ness, and 

2 That there is a factual basis to believe that all or substantially all employ- 
ees over a certain age would be unable to safely and efficiently perform the 
duties of the job involved. 

However, even when the employer cannot carry this burden, if it demonstrates 
"that it is impossible or highly impractical to deal with . . . [persons over a particu- 
lar age] on an individualized basis, it may apply a reasonable general rule. ..." 
One method by v/> ch the employer can carry this burden is u> establish that some 
members of the discriminated-against class possess a trait precluding safe and effi- 
cient performance that cannot be ascertained on an individual basis through test- 
ing 

TSe EEOC has several lawsuits pending in the United States District courts that 
involve private companies which have unilaterally adopted an age sixty rule for its 
company pilots. We are in litigation because the Commission maintains that age 
sixty is not a blanket BFOQ for pilots who are not subject to the FAA age sixty 
rules 

In the context of ADEA enforcement, to successfully assort age 60 as a BFO^ for 
pilots, the airline would have to show (1) that the proposed age limit had a ^./ect 
effect on public safety; and (2) that disqualifying considerations applied to all, or 
substantially aii, pilots over 60 who possess a disqualifying trait that cannot be as- 
certained on an individual basis 

The Commission's position on a proper "bona fide occupational qualification" for 
the establishment of an arbitrary age rule was adopted by the United States Su- 
preme Court in the case of Western Air Line v Crisweli, U S. ( 1985). 

The E'JOC has conducted no independent study of its own relative to the FAA age 
sixty rule, but does note that the National Academy of Science report, submitted to 
the panel on the experienced pilots study, is probably the most authoritative study 
that has been made in this field 

In closing, we believe that the question to be resolved is whether the age 60 limi- 
tation on the employment of commercial pilots is discriminatory and needlessly ar- 
bitrary From our perspective, it appears that choosing age 60, as a limitation, is 
unwarranted because there is no factual basis to believe that all, or substantially 
all, pilots over that age are unfit to perform their duties 

The Commission has consistently taken the position, since, the enforcement of the 
Age Discrimination in Employment Act was transferred to the commission, that ar- 
bitary age limitations are contrary to the ADEA 



The Johns Hopkins Hospital, 

Clayton Heart Center, 
Baltimore, MD, September 18, 19?*. 

Hon Edward R Roybal, 

Chairman, Select Committee on Agtng, 

House of Representatives, Washington, DC 

Dear Congressman Roybal, This letter is in response to your request of Septem- 
ber 13, lflSf) that I prepare a statement concerning the issues involving the ability of 
a pilot to continue flight <esponsibilities after the age of 60 years under an appropri- 
ate testing program 

My comments with regard to the issue at hand come from my knowledge of the 
heart and the cardiovascular system in relationship both disease and normal aging. 
1 am Director of the Cardiology Division at the Johns Hopkins Medical Institutions 
1 have responsibility for the direction of a Specialized Center of Research in Ische- 
mic Heart Disea»e sponsored by the National Heart, Lung and Blood Insti* .te at 
Johns Hopkins 1 also direct a contract for the study of normal volunteers within 
the Baltimore Longitudinal Study population ol the National Institutes on Aging. 
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Within the Ischemic Heart Disease Specialized Center of Research program we have 
developed non-invasive radionuclide methods for detecting the presence of signifi- 
cant coronary artery obstructing lesions which are known to be the cause of heart 
attacks and sudden death in the vast majority of circumstances in persons over age 
60 in this country. We have applied these techniques for the non-invasive detection 
of ischemic heart disease to the large study of normal volunteers from the National 
Institutes on Aging. We have taken those individuals from this population who 
show no evidence of ischemic heart disease or coronary artery disease and studied 
their heart function in detail. We have examined the capacity of their heart to in- 
crease its output when confronted with maximal exercise stress performed on a bi- 
^ino^io "f™? ?L the8e 8tudies were Published recently in the journal circulation 
bV:Zi)S-ZlS, 1984, Exercise cardiac output is maintained with advancing age in 
healthy human subjects: Cardiac dilatation and increased stroke volume compensate 
for a diminished heart rate" by Rodeheffer RJ, Gerstenblith G, Becker LC, Fleg Jl. 
Weisfeldt Ml, Lakatta EG. 

On the basis of this experience and my knowledge of the current cardiological lit- 
erature I would offer the following recommendations: 

Pilots wishir, to continue professional activity over the age of 60 should have a 
medical history and physical examination by a qualified cardiologist. These pilots 
should subject themselves to thallium myocardial perfusion scanning during maxi- 
mal exercise with redistribution. This test would be viewed as being passed satisfac- 
torily if normal levels of exercise fcr the patient's age were achieved and the myo- 
cardial thallium perfusion scan was normal. 

Also these pilots should have 48 hours of continuous electrocardiographic monitor- 
ing by the Holter technique. To continue pilot activities such Holter topes must 
show no evidence of cardiac arrhythmias with the exception of occasional atrial and 
occasional single ventricular premature contractions. 

These recommendations are based upon the published information that myocardi- 
al thallium perfusion scans performed r ^xercise can, with remarkable accu 
eliminate the possibility of significant coronary artery obstructing lesions. Serious 
other forms of heart disease would be eliminated by performance of an adequate 
physical examination and by the performance of 48 hours of continuous electrocar- 
diographic monitoring for the presence of arrhythmias. A normal exercise thallium 
scan and a normal Holter monitor for 48 hours would, in mv opinion, reduce to a 
negligible ;evel the likelihood thai a pilot over age 60 would have significant cardiac 
events which might jeopardize safety on an aircraft. 

Certainly it would be my strong opinion that the likelihood of a cardiovascular 
event on the part of a pilot over age 60 with a normal thallium scan and a normal 
Holter would be far, far less than is currently the case for pilots between the age 50 
and 60 who are not currently routinely subjected to any form of stress testing or 
detailed cardiovascular evaluation on a routine basis. 

In terms of heart function over age 60, we have performed (and reported as noted 
above) studies of the cardiovascular response to exercise in normal American males 
over the age of 60 compared to males under the age 60. These studies show no sig- 
nificant age associated decline in ability to augment card nc output during exercise. 
Older individuals respond to exercise from the cardiovascular point of view some^ 
what differently than younger individuals. Older individuals have a smaller in- 
crease in heart rate with exercise and rely more on an increase in heart size during 
exercise rather than an increase in nervous stimulation to the heart. Although 
there are these differences in mechanisms used to augment cardiac function, the 
mechanisms available to the older individual are entirely satisfactory in allowing 
the pumping action of the heart to increase fully during exercise stress. Thus in 
summary if the presence of ischemic heart disease and other forms of heart disease 
are eliminated by the thallium scan an individual over 60 would have sufficiert car- 
diac reserve to allow continued performance as a pilot. 

My own area of knowledge does not extend to other systems of the body with 
regard to this issue but J believe I am secure in providing your Committee with 
these opinions with regard to the cardiovascular system specifically. 

If I can provide any further information to you in this area of great importance I 
would be only too happy to do so. I hope that these comments are helpful to you and 
your Committee in their deliberation. 
Sincerely, 

Myron L. Weisfeldt, M.D., 
Robert L Levy Professor of Cardiology, 
Professor of Medicine, Director, Cardiology Division. 



ERLC 



Hi 



